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Seydell, E. M.: Sinus Thrombosis. Ann. Oiol., 
Rhinol. & Laryngol., 1932, xli, 466. 


Seydell states that the general symptoms of sinus 
thrombosis may continue for some time after liga- 
tion of the jugular vein and obliteration of the sinus. 
This is true especially of the fever. 

In cases in which the fever subsides by lysis the 
prognosis is usually better than in those in which the 
temperature drops at once to normal and then rises 
again. A sudden drop in the temperature following 
the operation may signify collapse. 

When blood cultures become ‘negative after the 
operation, when the leucocytosis, especially the high 
percentage of, polynuclear cells, diminishes after the 
operation, and when repeated Shilling blood counts 
reveal a steady turn to the right, the prognosis is 
relatively good. James C. BrasweELt, M.D. 


Wilensky, A. O.: Osteomyelitis of the Jaws. Arch. 
Surg., 1932, XXV, 183. 

Osteomyelitis of the jaws is a very common ail- 
ment. Mentioned in order of decreasing frequency of 
involvement, the bones most often affected by 
osteomyelitis are the femur, tibia, humerus, radius, 
ulna, vertebra, os calcis, and mandible. Of 450 cases 
of acute and chronic osteomyelitis treated at the Mt. 
Sinai Hospital, New York, in the period from 1924 
to 1930, the jaws were involved in 39. In 8 of the 
latter the condition occurred in the upper jaw, and in 
29 in the lower jaw. In the records of 2 cases the jaw 
involved was not clearly stated. Twenty-three of the 
39 patients were males. 

Osteomyelitis in children shows no essential dif- 
ferences from osteomyelitis developing in puberty or 
later life. Osteomyelitis in nurslings owes its pecu- 
liar clinical course merely to the anatomical location 
of the causative lesion, the relatively large extent of 
the consequent necrosis, and the extreme youth of 
the patient. In its pathogenesis and pathology it is 
exactly similar to osteomyelitis in older children and 
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adults. However, in younger subjects the bone has 
more spongiosa, and as long as there is growth there 
is a greater supply of blood and lymph. Therefore 
the incidence of hematogenous and odontogenous 
osteomyelitis is higrest in younger subjects. 

Osteomyelitis occurs at all ages, but osteomyelitis 
of definite bacterial origin is most common in child- 
hood and adolescence. In young children the upper 
jaw is involved much more frequently than the 
lower jaw. Later this difference no longer exists. 
Ordinarily, necrosis occurs more frequently in the 
lower jaw than in the upper jaw because of the 
greater density of the bone and the difference in the 
blood:supply of the lower jaw 

Cases of osteomyelitis of the jaw can be divided 
into a number of clinical groups and subgroups. In 
each of these groups there are cases in which odon- 
togenous factors can be definitely excluded and cases 
in which such factors play a distinct réle. 

According to the mechanism, the cases may be 
divided into those in which the condition is primary 
in the jaw, those of involvement of the jaw due to 
extension of the infection, and those of involvement 
of the jaw of hematogenous origin. 

Osteomyelitis is quite often primary in the jaws. 
Direct infection of the bone occurs as the result of 
trauma. According to the trauma, the lesions may 
be divided into those due to a blow or fall, those due 
to gunshot wounds, and those due to operative ma- 
nipulations such as the wiring of fractures. 

In most cases of osteomyelitis of the jaws the con- 
dition is the result of spontaneous extension of the 
infection along vascular channels from an area in 
close proximity to the bones. Subgroups of such 
cases are: (1) those due to extension from a lesion in 
the attached soft parts, (2) those due to extension 
from a lesion in the gum, (3) those due to extension 
of odontogenous origin, and (4) those due to exten- 
sion after an operative manipulation. 

Hematogenous osteomyelitis of the jaws is a 
metastatic lesion developing during the course of a 
bacteremia resulting from an acute bacterial lesion 
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on the surface of the body. The fundamental cause 
of the spread of the original lesion is an infected 
thrombus lying in the original area of infection and 
communicating at some point with the freely cir- 
culating blood. The organisms growing on the sur- 
face of the thrombus or pieces of the thrombus itself 
are discharged into the circulation. Bone tissue seems 
particularly prone to be blocked by these thrombi- 
emboli. Susceptibility to hematogenous osteomye- 
litis is particularly increased during the period of 
growth when the bones contain well-marked hyper- 
emic areas at the junction of the diaphysis and 
epiphysis and around centers of ossification. 

For the surgical treatment of osteomyelitis of the 
jaws a knowledge of the forms and varieties of sup- 
puration about an osteomyelitic focus in the jaws 
and an understanding of the odontogenous factors 
involved are necessary. When a tooth is the site of 
an acute dento-alveolar abscess there is always con- 
siderable involvement of the bony structures at the 
apex of the root. The pus is at first confined to the 
apical space, where it is surrounded by bony walls. 
As it accumulates, disintegration of the surrounding 
cancellous bone takes place and a gradually increas- 
ing cavity is formed around the apex of the root. 
Such disintegration should not be classified as a form 
of osteomyelitis of the jaw unless secondary involve- 
ment with destruction of bone cells can be demon- 
strated in the jaw bone proper as a result of 
thrombophlebitic involvement of the vascular 
channels in the bone. As the buccal wall of the 
alveolar process is the thinnest, it offers the least 
resistance to the constantly accumulating pus. There- 
fore the abscess usually burrows through the external 
plate and points on the buccal aspect of the alveolar 
process opposite the apex of the root. Other possi- 
bilities may be summarized as follows: 

1. The abscess may point directly through the 
soft tissues. Abscesses pointing through the gum 
tissues are the most common. 

2. It may form a secondary pus pocket by 
separating the periosteum from the bone. 

3. It may discharge at the margin of the gum by 
following the pericementum. 

4. It may point toward the tongue. 

5. It may point through the floor of the nasal 
fossa. 

The physical characteristics of the area of bone 
necrosis that accompanies and follows osteomyelitis 
of the jaws vary directly with the size and impor- 
tance of the vessel or vessels occluded by the osteo- 
myelitic process. 

The treatment of osteomyelitis of the jaws is 
discussed in detail. SamuEL Kaun, M.D. 


Delannoy, E., and Driessens, J.: The Intraglandu- 
lar Form of Lithiasis of the Submaxillary 


Gland (La forme intra-glandulaire de la lithiase de 
la glande sous-maxillaire). Rev. de chir., Par., 1932, 
li, 485. 


The authors report three cases of intraglandular 
lithiasis of the submaxillary gland. The diagnosis 
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of this condition is quite difficult. The only treat 
ment applicable is extirpation of the gland. Intra 


glandular calculi are rare and are inaccessible tv 


direct or instrumental clinical exploration. 

The authors’ first case was that of a woman forty 
nine years of age who entered the clinic on account 
of a tumefaction in the submaxillary region on th 
right side. For about ten years she had noted thx 
presence in the upper part of the neck of a “ gland’ 
which frequently varied in size but caused no symp 
toms. About a month after the removal of severa! 
carious teeth the gland increased in size, swallowing 
became difficult and painful, phonation became dis 
turbed, the tongue became stiff, and the sense oi 
taste became impaired. In the diagnosis, neoplasm 
chronic submaxillary inflammation, and ligneou: 
phlegmon secondary to an alveolodental periostiti: 
were considered. The gland was removed. Th 
stone which rested in a depression on its upper sur 
face, was the size of a hazelnut, irregular, and a clea: 
yellow. 

The second case reported was that of a woma) 
sixty-two years of age who had a pocket of chroni 
suppuration opening into the mouth. The caus: 
could not be determined. The gland was remove 
and with it a salivary calculus. The specime: 
showed no glandular formation. 

The third case was that of a woman seventy year: 
of age who had had a tumefaction of varying siz 
in the right submaxillary region for six years. Thre: 
weeks before she was seen by the authors she ha 
an attack of severe inflammation associated with a: 
increase in size and reddening of the tumefactio: 
slight oedema, pain which was increased by pressur: 
slight fever, and insomnia. A diagnosis of lithias’ 
was made and the gland removed. Section of th 
gland revealed a calculus weighing 1 gram. It seen 
certain that this stone would have been visible in 
roentgenogram. 

Lithiasis of the submaxillary gland occurs mor: 
frequently in men than in women and is most con 
mon between the ages of forty and sixty years. Th: 
first cause is the presence of micro-organisms. ‘T} 
authors review the theories regarding the path 
genesis of the condition. 

The progressive evolution of a simple infectioi 
process secondary to a small intraglandular calcul 
may lead to septic complications or to atrophy of t] 
gland. The treatment is surgical. The technique « 
the operation is described. PACE. 


EYE 


Spaeth, E. B.: Some Biological Principles Whic! 
Underlie Ophthalmic Plastic Surgery. Am. 
Ophth., 1932, xv, 589. 


The author quotes Wilmer who states that t! 
surgeon ‘‘must possess great boldness in making t! 
size of his flaps large and the removal of all s« 
tissue thorough, yet at the same time he mu 
practice the most rigid economy in sacrificing mus‘ 
tissue or normal skin. He must simulate the ot} 
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SURGERY OF THE 
side of the face as closely as possible, dynamically 
ind statically. He must also be prepared to sacrifice 
the lachrymal gland if such a course is necessary.” 

Ophthalmic plastic surgery is performed prefer- 
ibly under general anesthesia. If local anesthesia 
s necessary, block anesthesia is used in preference 
o infiltration. 

The method of sterilizing instruments and the 
yperative field is described, but no mention is made 
of the conjunctival sac itself. 

The most difficult part of plastic surgery is that 
lone before the patient reaches the operating room. 
[It is the careful planning necessary to obtain success. 

In this article living tissue grafts as well as forma- 
ized cartilage are considered. The latter is said to 
have a definite role in plastic surgery. Relative to 
the use of parafiin, the author quotes Hunt as saying: 
‘Against such an outrage, for example, as the in- 
ection of paraffin into the human face with its 
ittendant serious complications, no voice seems to 
be raised in even mild disapproval.” 

Free skin grafts can be conveniently divided into 
two general classes, the epidermal and the true skin 
or dermo-epidermal graft. The former includes the 
superficial epithelial cells with, in part, the median 
epithelial cells. The dermo-epidermal graft includes 
the malpighian epithelium with the subdermal con- 
nective tissue, skin capillaries, and the nerve end- 
ings of the peripheral nerves. The use of the pedicled 
flap is simply a convenient method of transferring a 
full-thickness or dermo-epidermal graft from a con- 
tiguous region. 

When non-formalized cartilage is used, it should be 
resected from either the lobe of the ear or from the 
seventh and eighth ribs at the sternal junction of 
these ribs and usually from the right side of the 
chest. 

rhe rib is outlined by blunt dissection, the ante 
rior, superior, and posterior surfaces all being well 
freed. The graft is then outlined with a small 
scalpel, a narrow bridge being left on the lower edge 
of the rib to preserve the intercostal nerves and 
blood vessels. The strip of intact perichondrium 
hastens healing. The outlined rib section is cut free 
with a costotome and the cartilage trimmed to the 
shape and size needed. All available perichondrium 
s conserved. This can be easily done if care is 
laken. 

In its process of ‘‘taking,”’ a graft is undoubtedly 
kept alive by the early formation of capillary loops 
from the bed into which it has been forced and held 

y the pressure of the dressing. Fibrin may also 
play a part in this process. However, a collection of 
jlood serum beneath the graft is perhaps the cause 

f most of the failures in the use of free skin grafts. 

Spaeth has never had any with iso 
grafts of skin. It is possible that they have tissue 
reactions similar to the reactions which necessitate 

tailed typing and matching of donor and recipient 

blood transfusions. Formalized cartilage persists 
hen embedded, though perhaps only as a foreign 
Magitot has shown that after some time it 
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becomes infiltrated by bands of scar tissue, but in 
spite of some inevitable loss the major portion of the 
graft remains. Isografts of cartilage (the author has 
had no experience with isografts of bone) have been 
repeatedly successful. It is quite likely that the 
statement relative to formalized cartilage applies 
also to isografts of human cartilage. 

There are only two basic methods for the utili 
zation of free skin grafts. The grafts are either 
placed flat in the defect after it has been prepared 
for them by dissection or they are wrapped about a 
mold and buried in the defect. Dermo-epidermal 
grafts are applied much more frequently by the 
first than by the second method. Sutures are 
usually necessary with this type of graft. Epithelium 
must not be grafted upon the bulbar conjunctiva as 
the natural desquamations which occur may cause 
a chronic mechanical conjunctivitis. ‘This state 
ment does not apply if the eye is lost as an organ of 
vision. 

The first essential is the resection of all scar tissue, 
both buried masses and bands and the very evident 
superficial portions. In the correction of ectropion 
with a dermo-epidermal graft, dissection for recep 
tion of the graft is done and the graft then lifted 
from its original bed, transferred to its new site, and 
sutured directly into position. The best example of 
this is the use of a free skin graft from the other lid. 

The correction of a cicatricial ectropion with an 
epidermic graft is best illustrated by Wheeler's 
method, especially in a case in which the lid margin 
may be drawn to the level of the evebrow. In such 
a case the scar is resected by incision and blunt dis 
section along the natural lines of cleavage, the lid 
margins are sutured together to form permanent 
intermarginal adhesions, and the graft is laid in one 
piece over the defects formed by the dissection 
These intermarginal adhesions are teft in position 
for from three months to a year while massage is 
applied to the reconstructed lids to prevent further 
cicatricial contraction. 

The correction of an extropion involving only one 
lid is best carried out by Gillies inlay method. 

This method is ideal also for the correction of a 
contracted $ecause of the more or 
marked conjunctival deficiency, it may be 
to use pedicled flaps in these instances 

Free skin grafts are to be used only in cases in 
which there is a definite loss of soft tissue and it is 
probable that all scar tissue deposited in the defect 
can be removed. ‘These include a large percentage 
of the cases which appear for correction, but not 
many of the more serious and more dillicult cases 
such as those with extensive loss of soft tissue, those 
of long standing with a large amount of cicatricial 
contracture which eliminated 
those without a firm base or a firm layer of normal 
tissue upon which the free skin grafts can be satis 
factorily placed, and which the tissues 
contiguous to the defect are themselves contami 
nated with contracting cicatrices 
type constitute the one positive 
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use of delayed pedicled flaps such as skin flaps from 
the neck and chest with long cervical pedicles. 

The cutting of a flap produces, of necessity, new 
and additional scar lines; a fact to be considered 
when the patient is a young female. The edges 
should be cleanly cut up and down, though beveled, 
and the flaps turned upon themselves and then freed 
of any adherent subepithelial fat. 

The flaps should be cut so that their long axes 
parallel the normal tension lines of the skin as they 
lie about the orbit, the lids, and over the malar and 
zygomatic processes. These tension lines follow 
absolutely the direction of the muscle action of all of 
the muscles and ligaments which lie under the skin 
in this region. 

Finger-like pedicled flaps from above the eye- 
brow, formed from the skin of the forehead or the 
hair-free skin over the temples, are usually quite 
satisfactory for the correction of cicatricial contrac- 
ture, especially contraction ectropion of the lower 
lid with loss of considerable soft tissue. 

Drooping of the outer canthal angle is easily cor- 
rected by a small finger-like flap. In cases of slight 
drooping of this type the author’s modification of 
the classical Fuchs’ tarsorrhaphy gives good results. 
Trichiasis is corrected by a Z-shaped incision and 
the transposition of the two flaps thus outlined. 
Epicanthus is corrected by a similar method, the line 
of the palpebral fissure being elongated. One of two 
flaps which are outlined from the outer surface of 
the epicanthal fold is placed in the lower lid and 
the other in the upper lid. Blair does this most 
successfully. 

Eyebrows may be replaced by means of a pedicled 
flap or a free skin graft from the other eyebrow, a 
pedicled flap over the hair line at the temple, or, 
best of all, a graft from the scalp. Occipital scalp 
grafts are rather thick. In the trimming of such 
grafts before they are placed in position, care must 
be taken not to injure the hair follicles as they 
appear upon the reverse surface of the graft. In 
trichiasis, partial or complete transplantation of the 
line of lashes is far better than either ablation or 
depilation. Eyelashes may be replaced by free skin 
grafts from the lower edge of the eyebrow. 

The natural moist habitat of mucous membrane 
allows the transplantation of this membrane upon 
either bulbar or palpebral conjunctiva. The grafts 
must be trimmed very thin and applied snugly with 
sutures. Mucous membrane does not adjust itself 
well to correction when it is wrapped over a mould 
or upon a conformer. Fascia may be used to fill in 
superficial defects, but fat is of no permanent value 
for this purpose. 

When cartilage or bone is necessary for the cor- 
rection of a defect in the bony tissues, clean dissec- 
tion is the first essential. It is important for a layer 
of fascia to overlie this graft in order that the line of 
skin sutures or pedicled flap sutures will not lie 
immediately above the graft. If this requirement 
cannot be met or is disregarded, failure is quite 
likely to result from secondary infection. 
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Permanent and serious corneal damage has 
occurred, possibly from retained conjunctival secre- 
tions, when intermarginal sutures have been used or 
when it has been necessary to occlude an eye by a 
pressure bandage because of a free skin graft. 
Sutures must never be placed so that they lie in 
contact with the cornea. Catgut, silkworm, and 
horsehair will certainly cause trouble. Silk appears 
to be best tolerated in the conjunctiva. 

Corneal damage is usually ushered in by pain 
beginning from forth-eight to seventy-two hours 
after the operation. When pain cannot be explained, 
the dressing should be removed, the operative site 
inspected, and a second dressing applied. When free 
skin epidermal grafts have been used, this will 
probably result in failure of the operative result, but 
corneal damage will be prevented. 

The pressure applied to a dressing for the repair 
of a socket with free skin grafts must be well gauged 
as otherwise it may cause sloughing of the lids. 

Infection in a graft or a flap is usually accompanied 
by pain and a rise in the temperature. In some cases 
the patient may become rather ill. 

Cartilage repairs and bone grafts should be 
dressed with pressure and a plaster-of-Paris bandage 
and the dressing changed on the tenth day. Carti- 
lage and bone grafts should be dry and remain dry. 
Gaping of the wound or even the appearance of 
serum from the wound is unsatisfactory. It is espe- 
cially important that the wound be free from 
hemorrhage, even capillary oozing, before it is 
closed. 

In the use of an appliance made to fit over the 
upper lid to mould a contracted socket by pressure 
and, at the same time, by means of a superimposed 
plate, to thin out a thick, unwieldy reconstructed 
upper lid the principle of pressure atrophy is 
employed. 

For ptosis the principle of mechanical support has 
been used. Elevating loops are attached to the 
upper rim of spectacles of such a size and height that 
the lid is elevated without uncomfortable pressure. 

Buried white silk sutures have been repeatedly 
used for the correction of ptosis, for lagophthalmos, 
and in old facial paralysis with obliquity of the 
palpebral fissure. In the looped suture of Axenfeld 
the upper end of a white silk suture is passed along 
through the upper lid parallel with the margin and 
the lower end is passed in the same manner through 
the lower lid. At the outer canthus the ends are 
crossed, tied with sufficient tension to produce the 
necessary correction, and then buried. 

For inoperable defects, prostheses on spectacl 
frames.are recommended. James B. Brown, M.D. 


Samuels, B.: Some Notes on Orbital Tumors. 
Arch. Ophth., 1932, vii, 868. 
Samuels divides orbital tumors into the following 
eight groups: 
Group 1. Tumors of slow growth producing : 
marked inflammatory reaction. Carcinoma. Cylin 
droma. 
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Group 2. Tumors of rapid growth producing little 
or no inflammatory reaction. Sarcoma. Heman- 
gioma. Neurofibroma. 

Group 3. Tumors of the optic nerve. Endothe- 
lioma. Glioma. 

Group 4. Tumors invading the retrobulbar region 
by extension from within the globe. 

Group 5. Intra-ocular tumors escaping through 
the sclera without producing an inflammatory reac- 
tion. 

Group 6. Metastatic tumors of the orbit. Car- 
cinoma. Sarcoma. 


Group 7. Inflammatory pseudotumors of the 
orbit. 
Group 8. Cases of exophthalmos in which no 


pathological process is evident anatomically. 

In this article attention is paid more particularly 
to the manner in which the structures react to the 
tumors than to the morphology of the tumors them- 
selves. Each type of tumor is discussed in detail. 

Carcinoma, Group 1. No other malignant growth 
in the orbit is likely to produce so much irritation in 
the structures invaded. Apparently because of the 
toxicity of their metabolism, the propagating tumor 
cells are commonly preceded by a lymphocytic infil- 
tration in the adjacent tissues. As a result there are 
formed bands and membranes of connective tissue, 
scirrhus, which impede the advance of the tumor. It 
is striking that, like more highly organized structures, 
the muscles offer little resistance. In fact, the fibers 
usually show atrophic changes in advance of the 
carcinoma, so that the function of the muscle may 
be disturbed to a greater extent than would be 
expected from the size of the area replaced by the 
growth. The tendency of carcinoma to bring about 
the production of scirrhus is of considerable clinical 
importance. On account of the contraction of the 
newly formed connective tissue the eyeball may be 
drawn to one side and fixed to the wall of the orbit. 
This occurs in cases of rodent ulcer of the eyelid in old 
persons which has broken into the loose tissues of the 
orbit. One of the great dangers of surface tumors of 
the eyelids and of the limbus is the tendency of such 
neoplasms to invade the more areolar underlying 
tissues and thus to become retrobulbar. 

Cylindroma, Group 1. Cylindromata belong to the 
concealed tumors. They resemble basal-celled car- 
cinomata, but appear to be less irritating than 
carcinomata. The associated exophthalmos is not 
apt to become very pronounced. Glaucoma results 
from interference with the venous outflow. 

Sarcoma, Group 2. The most common primary 
tumors of the orbit are sarcomata. These neoplasms 
seem to be better tolerated by the tissues. They are 
often encapsulated. Their ophthalmoscopic appear- 
ance suggests detachment of the retina. 

Hemangioma, Group 2. Among the rarest neo- 
plasms in the orbit are vascular tumors. These are 
dangerous because of their tendency to increase in 
size and to cause pressure atrophy of the orbital 
contents. They may affect even the bony walls of 
the orbit. 
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Neurofibroma, Group 2 (von Recklinghausen’s dis- 
ease). Neurofibromata are likely to cause early re- 
duction of vision by exerting pressure on the optic 
nerve and pushing the eyeball forward. 

Endothelioma, Group 3. In cases of endothelioma 
of the orbit exophthalmos and failing vision probably 
occur simultaneously. The circulation is disturbed 
because the endothelioma packs and dilates the 
sulcus of the intervaginal space close by the papilla. 
The clinical changes in the fundus are probably 
caused first by oedema and engorgement of the 
vessels at the nerve head and later by detachment 
of the retina. 

Glioma, Group 3. Gliomata of the optic nerve 
originate in the neuroglia. Vision may be preserved 
for an indefinite time because of the survival of 
nerve fibers traversing the gliomatous mass. In 
cases of neoplasm in the retrobulbar space pain is 
usually absent, probably because the pressure is 
never great, the globe being pressed forward in a 
compensating fashion. 

Tumors of Group 4. It was formerly believed that 
all intra-ocular tumors invade the eyeball from the 
orbit, but it is now kncewn that the reverse is far 
more likely to be the case. 

Tumors of Group 5. Ordinarily, sarcomata attain 
the retrobulbar space by spreading along the 
emissaria or splitting the layers of the sclera. The 
tendency of intra-ocular sarcomata to undergo 
necrosis is of importance in the extension of these 
tumors into the orbital tissues. The necrotic mate- 
rial, being very toxic, may set up within the eye an 
inflammatory process as virulent as panophthalmitis 
with oedema of the lids and exophthalmos. 

Carcinoma, Group 6. Metastasis in the orbit may 
be manifested before metastasis in the brain. Metas 
tatic carcinoma in the orbit occurs most frequently 
in the muscular tissue and generally involves more 
than one muscle. There is no inflammatory reac- 
tion. The metastatic focus of carcinoma is less toxic 
than the primary lesion. 

Sarcoma, Group 6. Metastatic sarcoma in the orbit 
is exceedingly rare. 

Tumors of Group 7. There is a type of exophthal- 
mos of slow onset and due to chronic inflammation 
in the retrobulbar space which may so closely simu 
late the exophthalmos of true tumors that its clinical 
differentiation is practically impossible. While 
microscopic examination of the retrobulbar tissues 
reveals nothing definitely characteristic of syphilis, 
this condition has become less frequent since the use 
of the Wassermann test and of arsphenamin. 

Leste L. McCoy, M.D 


Pascheff, C.: Researches on the Follicular Diseases 
of the Conjunctiva. Am. J. Ophth., 1932, xv, 690. 


The author distinguishes three types of follicular 
disease of the conjunctiva. The first, simple follicu- 
lar conjunctivitis, is characterized by small super- 
ficial follicles arranged in rows which occupy both 
fornices and occasionally the tarsi. This condition 
heals completely, leaving no scar. 
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The second type of follicular disease of the con- 
junctiva—miliary follicular conjunctivitis—shows 
larger follicles, which are present in the bulbar con- 
junctiva and the cornea as well as the fornices. 
One of the author’s cases terminated in xerophthal- 
mos, and all of them showed scar formation and 
pannus. 

The third type of follicular disease of the con- 
junctiva—conjunctivitis follicularis confluens—is 
better known as true trachoma. Trachoma always 
shows follicles. The follicles are confluent and de- 
velop on the conjunctiva as well as on the cornea. 
The condition always leads to cicatrization or hya- 
line degeneration. 

Many cases of each type are cited. Pascheff 
regards it as possible that true trachoma is an 
anaphylactic sign of latent tracheobronchial tuber- 
culosis. SamvueL A. Durr, M.D. 


Law, F. W.: Uni-Ocular Zonular Cataract. Bril. J. 
Ophth., 1932, xvi, 385. 

Of twenty-two cases of uni-ocular zonular cataract 
reviewed by the author, there was a history of a 
non-penetrating injury sustained before the age of 
twelve years in a very high percentage. In about 
half of those with such a history there was a dis- 
location of the lens. In only two did the cataract 
follow a penetrating injury. In one of these the 
injury was operative. 

The author concludes that uni-ocular zonular 
cataract is due to trauma which is usually non- 
penetrating and of a type likely to produce disloca- 
tion of the lens. Dislocation of the lens occurs in 
about half of the cases. The layers of zonules of 
opacity characteristic of the condition are due to a 
temporary disturbance in the nutrition of the lens 
caused by physiological severance between the lens 
and its capsule with consequent alteration in the 
permeability of the capsule. Young, actively grow- 
ing lenses are more subject to this type of opacity 
than adult lenses. There is no evidence that inflam- 
mation has any etiological relationship to the con- 
dition. Witiram A. MANN, Jr., M.D. 


Pieri, G.: Clinical Contributions to the Surgery 
of the Sympathetic Nervous System. VI. The 
Treatment of Retinal Angiospasm (Contributi 
clinici alla chirurgia del sistema nervoso vegetativo. 
VI. La cura dell’angiospasmo retinico). Arch. ital. 
di chir., 1932, XXxxi, 581. 

Spasm of the central artery of the retina is more 
serious than is usually realized. It may lead to 
more or less complete loss of vision in the involved 
eve. The author believes it should be treated surgi- 
cally, and that the best operation is resection of the 
internal carotid nerve which is the vasomotor nerve 
supply of the branches of the internal carotid 
artery. A patient whom he operated upon by this 


technique has remained cured for more than two 
years. The operation is simple and not at all serious. 
The author’s patient was discharged on the seventh 
postoperative day. 
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Studies of the physiology of the innervation of the 
vasomotor supply of the eye, the observations made 
after this operation, and experiments carried out on 
the cervical sympathetic (resection of the superior 
cervical ganglion, section of the sympathetic trunk 
between the cervical ganglia, resection of the stellate 
ganglion, periarterial sympathectomy of the internal 
carotid) tend to raise considerable doubt as to 
existence of vasodilating fibers. 

The author believes that operation on the vaso 
motor nerve supply may be indicated also in other 
affections, e.g., in some cases of retrobulbar optic 
neuritis, in ophthalmic hemicrania (the operation 
has already been done for ordinary sympathetico 
tonic hemicrania), and in some of the neuropathic 
and psychopathic cerebral syndromes in which re 
cent researches tend to show that vascular spasm 
is an important pathogenic factor. 

EUGENE T. Leppy, M.D. 


EAR 


Jenkins, G. J.: Paracusis Willisii and Some Clinica! 
Features of the Otosclerosis Syndrome. /. 
Laryngol. & Otol., 1932, xlvii, 517. 

The author states that the symptom of paracusi 
is possible only with the deafness svndrome foun: 
in most cases of otosclerosis. If it is associate: 
with the deafness of any disease other than oto 
sclerosis there must be changes in the auditor) 
apparatus similar to those caused by otosclerosis 
It is sometimes found with the deafness of osteo 
genesis imperfecta and that of osteitis deformans 

James C. BRASWELL, M.D. 


Theissing, G.: Pathologico-Anatomical and Ex- 
perimental Studies on the Pathogenesis o! 
Tuberculosis of the Middle Ear (Pathologisc| 
anatomische und experimentelle Untersuchung: 
zur Pathogenese der Mittelohrtuberkulose). Zésc/i 
f. Laryngol., Rhinol., 1932, Xxii, 328. 


Following a critical review of the literature on thi 
pathogenesis of tuberculosis of the middle ear, in 
cluding the first site of tuberculous infection in thi 
middle ear, the pathogenesis of metastatic tubercu 
losis of the middle ear, and the localization of tube: 
culosis in the cavities of the middle ear, the author 
reports his pathologico-anatomical studies of 19 ten 
poral bones from tuberculous children, youths, an: 
adults. 

It was definitely demonstrated that in generaliz« 
tuberculosis of hamatogenous origin foci near! 
always developed in the bone marrow, especially 
children. In the majority of the cases studied t] 
bone marrow was the only site of the aural tuber« 
losis. Therefore, one of the chief arguments again 
the hematogenous origin of tuberculosis of the ea 
namely, that isolated tuberculosis of bone has n 
been recognized, is shown to be fallacious. The o 
jection raised by Brieger against a hematogenous 
origin—that the middle ear is not one of the regio 
usually involved in general miliary tuberculosis 
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is refuted by the fact that involvement of the ear 
was found in all but 1 of the author’s 19 fatal cases of 
generalized tuberculosis. The author’s findings also 
support the theory of Koerner and Henrici that 
tuberculosis of the mastoid bone in childhood is of a 
primary nature. 

In experimental studies of hematogenous tuber- 
culosis of the middle ear which were carried out on 
20 rabbits and 12 guinea pigs the author found 
changes which he believes were parallel to those seen 
in the human temporal bone. So far as it is possible 
to draw conclusions from experiments on animals, 
he concludes that his experimental findings support 
the theory that tuberculosis of the middle ear in man 
is of hematogenous origin and also the theory that 
the localization of the tuberculous process occurs 
primarily in the mucosa whether the condition is of 
hematogenous or tubal origin. 

The article is supplemented by a bibliography of 
163 references and 13 photomicrographs. 

HECHINGER (H). 


MOUTH 


Martin, H. E.: Cheiloplasty for Advanced Car- 
cinoma of the Lip. Surg., Gynec. & Obst., 1932, liv, 
Ql4. 

The operation described is a method of construct- 
ing an entire new lower lip and chin. It is a modifica- 
tion of an operation first described by Bernard in 
1853. It permits wide removal of the carcinoma, 
forms a functionally satisfactory new lower lip, and 
leaves minimal visible scarring. 

A surgical procedure of this extent is not justified 
in the presence of large, multiple, or bilateral metas- 
tases. In the presence of a single small metastasis it 
should be proposed with caution and the surgeon 
must assume the responsibility of adequate removal 
of the metastasis. The operative exposure will per- 
mit limited removal of gland-bearing tissue from the 
submental and submaxillary regions, but not an 
extensive neck dissection. 

The excision of a rectangular or square segment of 
the lower lip, the formation of two lateral cheek 
flaps mobilized from the mandible, the excision of 
full-thickness triangles above and lateral to the angles 
of the mouth, and conservation of the mucosa of 
these triangles to form the vermilion border of the 
new lower lip were all first described by Bernard in 
1853. 

The author is of the opinion that the simple 
\-shaped operation should never be used as the 
primary treatment. 

He states that inferior cheiloplasty should always 
be done with the use of full-thickness flaps of cheek 
or lip. Methods utilizing flaps of skin from the neck 
are more subject to failure and in cases in which the 
lower lip is involved will give much less satisfactory 
functional and cosmetic results. 

In the formation of the new lower lip provision 
must be made for an adequate gingivobuccal gutter 
as unless this is done drooling of saliva will result. 
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In the average case the incisions from the ver 
milion border of the lower lip on either side of the 
growth should run vertically to the lower edge of the 
mandible. If, because of wide extent of the growth, 
they must be begun lateral to the labial com 
missures, they may be inclined mesially to a slight 
extent. 

Blocking of the third division of both fifth cranial 
nerves and of both infra-orbital nerves with a 2 per 
cent solution of novocain will anwsthetize all of the 
operative field except, to some extent, the rather 
limited incisions below the lower borders of the 
mandibles. In the latter region local infiltration is 
sufficient. 

The operation is begun by making two incisions 
from the free border of the lip downward to the 
lower border of the mandible. These should be at 
least 1 cm. lateral to any visible or palpable evidence 
of disease. A third incision is made in the bottom of 
the gingivobuccal gutter and the dissection is rapidly 
carried down, the tissues being freed in this manner 
from the mandible anteriorly and the periosteum 
being removed if there is any question of deep in 
vasion. 

Next, the two horizontal incisions are continued 
directly backward, as viewed from the sagittal plane, 
for a distance of about 3 or 4cm. They outline the 
lower edges of the two lateral plastic flaps. Mobil 
ization of these lateral flaps necessitates next the 
incision of the mucosa in each lower gingivobuccal 
gutter. These mucosal incisions are carried back to, 
or beyond, the last lower molars or even up along the 
anterior borders of the ascending rami. 

The next step consists in excising triangles of 
tissue above and lateral to the labial commissures. 
As these triangles are excised, the mucosa is left at 
tached to the base. Later they are turned forward, 
trimmed, and sutured to form the vermilion border 
of the new lower lip. 

Closure is begun by suturing the incisions in the 
lower gingivobuccal gutters. The first stitch is 
placed entirely on the gingival side at the posterior 
limit of the incision. Subsequent sutures stretch the 
mucosa more and more anteriorly, so that eventually 
its tip will reach the midline. After the mucosa has 
been sutured to about the position of the cuspid 
tooth, the mucosal side of the triangle is sutured. 
The closure of the opposite side is then brought to 
the same stage of completion. Suture of the flaps in 
the anterior gingivobuccal gutter is done next, being 
continued up the midline and over the free border of 
the lip along the skin edges to the point of the chin. 
The vertical wounds above the commissures are then 
closed and mucosal flaps from the triangles are 
trimmed and sutured over the raw surfaces of the 
new lower lip. 

The last stage of the operation is the adjustment 
of the submental skin flap. 

If the growth extends widely on the inner surface 
of the lip and onto the alveolar ridge, a segment of 
the upper border of the alveolar ridge and mandible 
may be removed by a motor saw. 
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In complete resection of the lip, repair is made by 
turning down two Estlander flaps and uniting them 
in the midline. When this is done the mouth be- 
comes quite narrow and a plastic operation must be 
performed later to widen it. If the growth is entirely 
unilateral and involves the commissure, the proce- 
dure may be modified by the use of an Estlander flap 
from the same side, either with or without excision 
of a Bernard triangle on the other side. 

The modified Bernard operation described for 
centrally situated advanced carcinoma of the lip has 
been done in seven cases. JAmeEs B. Brown, M.D. 


Browne, D.: The Operation for Cleft Palate. Brit. 
J. Surg., 1932, XX, 7. 

The mechanism which closes the nasopharynx is 
the same as that which closes so many other passages 
in the body—a complete muscular ring or sphincter. 
This sphincter can be separated into anterior and 
posterior halves. The posterior sling is made up of 
the superior constrictor and the palatopharyngeus 
which, by simultaneous contraction, produce the 
shelf on the posterior wall of the pharynx known as 
‘“‘Passavant’s ridge.” 

The anterior sling consists of the two levators and 
the two tensors of the palate. The levators lift and 
draw back the center of the palate against the pos- 
terior half of the sphincter, but the tensors, instead 
of helping this action as the palatopharyngeus helps 
the action of the superior constrictor, act in definite 
opposition to it. 

The aim of operation in cases of cleft palate is the 
formation of a contractile ring capable of closing the 
nasopharyngeal passage. 

In cleft palate the area of epithelium is increased, 
the mass of the tissues is diminished, and there is 
never enough tisstie present to make a palate of 
normal fullness even though one of normal function 
can usually be produced. 

Therefore it is not only permissible, but impera- 
tive, to remove large amounts of mucosa from the 
surfaces to be joined. Failure to do this is one of the 
most common causes of a result in which the soft 
palate consists mainly of mucosa which should have 
been removed at operation. 

The sacrifice by the Brophy operation of the 
germs of the permanent teeth by leaving septic 
wires among them for long periods is too high a 
price to pay for easier joining of the palate. 

Breakdown of the line of junction after operation 
almost invariably starts at the junction of the hard 
and soft palates for the following reasons: 

1. The clefts are at their widest at this point. 

2. There is in this region a sudden change in the 
substance and shape of the tissues to be joined. 

3. The three strongest anchorages of the flaps to 
be joined are here. 

4. As the muscles of the soft palate pull back- 
ward as well as upward on the line of healing, any 
split due to their action will begin at the anterior 
border of the muscular ring rather than at the pos- 
terior border. 
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It must be borne in mind that the production of a 
simple stiff partition between the nose and the 
mouth, which means success in dealing with the hard 
palate, means failure in dealing with the soft palate. 

As the mucoperiosteum of the hard palate is 
practically unstretchable, it must be shifted in one 
way or another to cover the central cleft. 

If the mucoperiosteum is boldly detached from the 
alveolar ridge along its outer border so that it is left 
attached merely by its anterior and posterior ends, 
it can be pulled inward to any extent required by the 
width of the cleft and still left in contact with the 
underlying bone. 

It is obvious that the wider the area of contact 
between the raw surfaces of the flaps the better the 
chance that they will join together rapidly and 
firmly. 

The solution of the problem of the disposal of the 
posterior palatine artery appears to be the deliberate 
arrangement of an adventitious circulation to replace 
the natural circulation by cutting the posterior 
palatine artery at a preliminary operation. 

If the hard palate is dealt with in the way recom- 
mended, it will be found that the sides of the gap in 
the soft palate are almost or quite in contact and 
need only light coaptation sutures to hold them 
together. 

The operation for closure of the soft palate is 
essentially an operation of muscle transplantation. 

The rigid bony framework of the pharynx is of 
normal size and the muscles available are short and 
atrophic. Liberation of the levator palati is easy 
enough, but the turn of the tendon of the tensor 
palati around the hamular process not only fixes it 
firmly to the boundaries of the nasopharynx but 
changes its direction so that it pulls directly outward 
against the line of junction. It is fortunate that the 
hamular process can be very easily snapped off at 
its base without interfering with the synovial sheath 
of the pulley and can thereby be displaced inward 
and upward to a position which will not interfere 
with the joining of the two tensors. In this new 
position it must finally become fixed by the healing 
processes to afford once more a fulcrum for the 
tendon that curls around it. 

The provision of a broad healing surface is as 
important in the soft palate as in the hard palate. 
This is best accomplished by freely removing mucosa 
which is present in excess. 

There is fortunately no danger of cutting the main 
arteries of supply to the soft palate. If the mobiliza 
tion is sufficient there is no necessity for tension 
sutures, tapes, or metal devices which would seri 
ously interfere with the supplying vessels and 
destroy important tissues. 

Before the cleft is joined it is necessary to re-ar 
range the blood supply by cutting the posterior 
palatine artery. To reduce the danger of infection 
the tonsils should be removed. 

At least three months should be allowed after th« 
preliminary operation for the resolution of all inflam 
mation before the‘main operation is performed. 
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At the time of the main operation the child 
should be free from colds and in as good general 
health as possible. There is much to be said for 
considering it best to perform the operation during 
the summer. 

In every case both divisions of the palate, the 
hard as well as the soft, should be completely 
mobilized. 

The lateral incisions follow the lines described by 
Addison, dividing the mucosa along the whole length 
of the pterygomandibular raphé and then running 
forward close to the inner edges of the teeth to 
about the level of the incisor. The soft palate is 
freed from the buccinator and pterygoid muscles by 
blunt dissection along its outer side to a depth of a 
centimeter or more. On the inner wall of this incision 
the hamulus of the pterygoid can be plainly felt, 
just as it can be felt through the upper end of the 
gap left by removal of the tonsil. It should be 
snapped off inward. 

Next, the mucoperiosteum of the hard palate is 
levered from the bone by the dissector. As the pos- 
terior palatine artery has been previously cut, there 
is no obstacle to complete and rapid freeing of this 
flap. 

The last stage in the liberation of the palate is its 
separation with the curved scissors and the dissector 
from the posterior edge of the bony palate—a pro- 
cedure which is facilitated by the previous division 
of the posterior palatine artery. Mobilization has 
been accomplished properly when the sides of the 
cleft tend to fall together and can be pushed into 
contact with the very lightest pressure. 

In the suturing of the hard palate the edges must 
be drawn together by vertical mattress sutures of 
strong silkworm gut until at least 5 mm. of the 
raw surface on either side are in apposition. 

In the suturing of the soft palate the handling of 
the flimsy edges is greatly aided by passing a fine 
suture through the tip of each half of the uvula. 
With the fine-pointed knife, a strip of mucosa is 
carefully sawed off of the edge of the cleft. This 
strip broadens from about 4 mm. near the uvula 
to about 8 mm. where it meets the anterior raw 
surfaces. 

The nasal surface of the soft palate is joined by 
interrupted sutures. The first of these, the most 
important in the whole operation, join firmly and 
accurately the angles caused by the sudden swell 
of muscle from the thin mucoperiosteum of the hard 
palate. The oral surface is next joined by half a 
dozen stitches. Whitehead’s varnish or any similar 
preparation does not make the suture line water- 
proof, but tends to collect and confine the exudate. 

After the operation the child should be kept as 
contented as possible and given soft food and an 
abundance of glucose water. 

There is no danger that the wound will be broken 
down by the tongue. The only complication to be 
feared after the operation described is sepsis of the 
corroding type, which will break down any wound in 
which it occurs. James B. Brown .M.D. 
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Moure, P.: End-Results of Surgical Treatment of 
Cancer of the Tongue (Résultats éloignés du 
traitement chirurgical du cancer de la langue). 
Bull. et mém. Soc. nat. de chir., 1932, lviii, 867. 


The cancers of the tongue treated by Moure in the 
period between 1920 and 1930 may be divided into 
two groups—fifty-three clinically evident lesions 
and twelve small beginning cancers or suspicious 
lesions. In five of the sixty-five cases histological 
examination of a part of the specimen failed to 
reveal cancer. In these five the lesion was small and 
operation consisted of non-mutilating exeresis. One 
of the small lesions recurred and necessitated a 
second operation. The second operation resulted in 
cure. 

In three of the sixty-five cases the treatment 
included irradiation and surgery, the glands being 
extirpated surgically after the lingual lesions had 
been treated with radium. The three patients died 
of rapid recurrence with diffuse cancerous cellulitis 
of the neck. 

The remaining fifty-seven cases in which the 
nature of the lesion was proved by histological 
examination were treated surgically. All of the 
lesions except two, which were predominantly 
basal-celled, were spinous-celled epitheliomata. 

In four cases the cancer was situated at the tip 
of the tongue; in twenty-three, on its anterior 
margin; in nine, on its median margin; in nine, on 
its posterior margin; and in twelve, on the lower 
surface of the tongue and the floor of the mouth. 

There were sixteen operative deaths. In four 
cases in which operation was done by the lateral 
infrahyoid route there were three deaths. The 
author decided to abandon this method. 

Of the sixteen operative deaths, i.e., deaths occur- 
ring within the first two months after operation, 
2 were due to secondary haemorrhages and fourteen 
to infection with bronchopneumonia and _septi- 
cemia. In the thirty-five cases operated upon in the 
period between 1920 and 1923 there were ten 
deaths, a mortality of 28.74 per cent, and in the 
thirty operated upon between 1923 and 1930 there 
were four deaths, a mortality of 7.5 per cent. The 
decrease in the mortality was due no doubt to: (1) 
improvement in the operative technique, e.g., 
operation in two stages, (2) the use of the electrical 
bistoury and of regional anesthesia, and (3) post- 
operative arsenical treatment. 

Of thirty-nine patients who were operated on for 
cancer of the tongue which was verified histologically 
and were traced up to January, 1932, fourteen died 
of recurrence and twenty-five had no recurrence. 
Of the latter, twenty-three are living, one died six 
years after the operation, and one died of cancer of 
the uterus eight years after the operation. Most of 
the deaths from recurrence occurred before or during 
the second year. 

The twenty-three cured patients who have been 
traced included seven with small beginning lesions 
and sixteen with clinically apparent cancers. Five 
of these patients have remained free from recurrence 
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for ten years, two for nine years, one for seven years, 
one for six years, three for five years, three for four 
years, one for three years, and seven for two years. 
Those who have been cured for from two to ten 
vears constituted 40 per cent of the fifty-seven with 


histologically verified cancer. PACE. 
NECK 
Pascual, E. O., Montejo, S., and Galan, A.: The 
Thyroid and Hemoglobin Metabolism (Ti- 


roides y recambio hemoglobinico). 
XV1, 973. 


Med. Ibera, 1932, 


The relationship between the thyroid and hemo- 
globin metabolism is manifested by the anemia 
which accompanies myxoedema and may be asso- 
ciated with oedema, changes in the secretion of 
biliary pigment, the formation of calculi, and a 
decrease in the elimination of urobilin. The authors 
review a series of cases in which a low basal meta- 
bolic rate was accompanied by anexmia and a de- 
crease in the urobilin excretion. In the patients 
treated with thyroid extract the hemoglobin level 
and urobilin output rose with the basal metabolism. 

Hyperthyroidism is characterized by excessive 
activity of the mesenchymal tissues, particularly of 
the hamatopoietic system. The authors review a 
series of cases in which hyperthyroidism was associ- 
ated with hyperbilirubinamia and evidences of hepa- 
topathy and the urobilin output was increased. That 
these changes are not due to impairment of the cir- 
culation was shown by a series of cases of hyper- 
thyroidism with a normal pulse rate and blood 
pressure in which both an increase in the metabolism 
and the phenomena of hyperbilirubinemia were 
demonstrable. 

Splenomegaly has frequently been noted in hyper- 
thyroidism. In a study of the effect of the ad- 
ministration of splenic extract upon the metabolism 
of patients with hyperthyroidism the authors noted 
a fall in the basal metabolic rate and a decrease in 
the bilirubin content of the blood and the output of 


urobilin. These findings suggest that in patients 
with hyperthyroidism there is a_ constitutional 


anomaly of the mesenchyme, particularly of the 
reticulo-endothelial and haematopoietic systems. 
Treatment of the hyperthyroidism decreases the 
hemoglobin metabolism and lowers the blood 
pressure. Leo M. ZrmMerRMAN, M.D. 


Smith, J. H.: Solar Radiation in Relation to En- 
demic Goiter. Arch. Int. Med., 1932, |, 76. 


The influence of iodine in the prevention of simple 
goiter depends less upon the amount of iodine 
available than upon the quantity that is utilized by 
the organism. Many factors are concerned in the 
utilization of iodine in goiter prevention. One of the 
important factors is solar radiation. Experimental 


evidence tends to show that a lack of solar radiation 
may cause a deficiency of the iodine content of the 
thyroid gland as the result of deficient irradiation of 
air, soil, food, or drinking water, or the skin of the 
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organism. This is borne out clinically by the co- 
incidence, in the United States, of areas of endemic 
goiter and regions of deficient sunlight. A study of 
goiter distribution in India reveals a similar relation- 
ship. In a goiter survey of New Zealand similar 
findings were made and it was noted that the iodine 
content of the soil was roughly proportional to the 
solar radiation. In regions where the iodine content 
of the soil was low, the incidence of endemic goiter 
was in fairly close inverse proportion to the radiation 
index. Studies made in South Carolina revealed that 
the iodine content of iodine in potatoes varies with 
solar radiation, a fact suggesting that sunlight may 
have some effect upon the iodine content of vege- 
tables. Leo M. ZimMerMAN, M.D. 


New, G. B., and Childrey, J. H.: Paralysisof the Vocal 
Cords: A Study of 217 Medical Cases. Arch. 
Otolaryngol., 1932, Xvi, 143. 


The authors report a study of 217 cases of paraly- 
sis of the vocal cords seen at the Mayo Clinic. 

Among these there were 3 cases of paralysis of con- 
genital origin in which laryngeal symptoms had been 
present since birth. In all, the involvement of the 
cords was bilateral. 

In 24 cases the paralysis could be attributed to in- 
tracranial lesions. In 9 of these the lesions were 
syphilitic. Of the 15 cases in which the paralysis was 
due to a non-syphilitic intracranial lesion, it was bi- 
lateral in only 3, and in all of the latter it was of the 
abductor type. Of the 12 non-syphilitic cases in 
which it was unilateral, it was on the left side in 9. 
In the 12 cases of non-syphilitic unilateral paralysis 
the position of the affected cord was definitely noted 
8 times. 

In 9 cases the paralysis could be ascribed to tabes. 
It was bilateral in 6. 

In 6 cases toxic neuritis seemed to be responsible 
for the paralysis. The laryngoscopic findings were 
variable. 

In 13 cases the syndrome of the jugular foramen 
was caused by a malignant tumor and vocal cord 
paralysis. In all, the paralysis was unilateral. In to 
cases it was on the right side. 

There were 34 cases of proved carcinoma of the 
hypopharynx or oesophagus which caused fixation of 
the vocal cord. In 31 of these cases the paralysis was 
unilateral. 

In 10 cases the paralysis was the result of tertiary 
syphilis of the larynx. In 6 of these cases both cords 
were affected. 

In 4 cases the paralysis was due to a cervical tu- 
mor. As would be expected, it was unilateral in all. 

In 32 cases the paralysis was due to a benign goi- 
ter and in 10 to a malignant goiter. Of the benign 
goiters, 5 were substernal. In 40 of the cases of goiter 
the paralysis was unilateral. 

There were 4 cases of recurrent paralysis second- 
ary to accidental trauma to-the neck, the result of a 
fall. 

In 29 cases the paralysis was attributable to medi- 
astinal disease. The conditions in 28 included pri- 

















mary malignancy of the lung or a bronchus, metas- 
tasis from carcinoma of the breast, pelvis, or rectum, 
and sarcoma (Hodgkin’s disease). In all of the cases 
the paralysis was unilateral. 

Of 24 cases of aortic aneurism, the paralysis in- 
volved the left cord in 19, the right cord in 1, and 
both cords in 4. 

In ro cases the paralysis could be ascribed to a 
cardiac lesion. In 3 of these the diagnosis was ad- 
hesive pleuropericarditis. In 1 case this was asso- 
ciated with emphysema and in another with dilata- 
tion of the aorta and innominate artery. In 7 cases 
the diagnosis was chronic mitral endocarditis with 
stenosis and dilatation or dilatation and hypertrophy 
of the left auricle. 

In rr cases the paralysis was due to a tuberculous 
condition of the thorax. In all of these it was uni- 
lateral. 

In 26 cases the patient was re-examined after an 
interval varying from a few weeks to a number of 
years. From these cases the authors draw the fol- 
lowing conclusions: 

tr. A vocal cord with partial paralysis (of the so- 
called abductor type) may completely recover 
function. 

2. A vocal cord fixed in the median line may com- 
pletely recover, but usually remains in that position. 

3. A vocal cord fixed in the cadaveric position 
may completely recover, but usually swings to the 
median line within a few months and remains there. 
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In 6 cases there was partial or complete recovery. 
In all of these the paralysis was bilateral. In 12 cases 
the affected cord was in the median line and re 
mained there. In 6 cases there was a change from 
the cadaveric position to the median line position. 
In 5 of these the lesion was unilateral. 

In 2 cases there was no change in the cadaveric 
position. 

In 43 cases in which the cord was in the median 
line the average duration of symptoms was seventeen 
months, and in 49 cases in which the cord was in the 
cadaveric position the average duration of symptoms 
was only ten and a half months. 

Of the total number of 217 cases, both cords were 
affected in 32. The left cord was paralyzed in 127 
cases, or more than twice as often as the right cord, 
which was paralyzed in 58. 

In addition to the 217 cases in which the cause 
could be determined, there were a fairly large num 
ber in which the cause could not be determined. 

The authors conclude that paralyzed vocal cords 
in the cadaveric position usually change from this 
position to the median line within a few months, with 
return of the voice. If the condition is bilateral, 
dyspnoea develops as the voice improves. 

Vocal cords in the median line may return to com 
plete function, but most of them remain in the 
median line. 

None of the vocal cords observed in the median 
line changes to the cadaveric position. 








BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Loewenstein, K., and Mendel, K.: Brain Injuries 
from the Action of Electricity. Electrotrau- 
matic Encephalomyeloses (Hirnschaedungen 
durch elektrische Einwirkung; Elektrotraumatische 
Encephalomyelosen). Deutsche Ztschr. f. Nerven- 
heilk., 1932, CXXV, 211. 

Electricity has a particular affinity for nervous 
tissue and in the central nervous system frequently 
produces diffuse and multiple lesions which, accord- 
ing to their distribution and severity, gives rise to a 
wide variety of syndromes. Particularly frequent 
are symptoms of interrupted nerve and psychic func- 
tion producing pictures similar to paralysis; also 
symptoms which simulate epilepsy and multiple 
sclerosis. A syndrome that may be considered in a 
sense characteristic of electrical trauma is consti- 
tuted of symptoms of multiple sclerosis with pupil- 
lary disturbances and psychic deficiencies of a para- 
lytic character, neurotic symptoms, and sometimes 
epileptic phenomena. All tests of the blood and cere- 
brospinal fluid for syphilis must be negative. To desig- 
nate these disturbances, the authors suggest the 
term “electrotraumatic encephalomyelosis.” 

The pupillary disturbances are of great importance 
in the diagnosis. After an interval a difference be- 
tween the pupils and a delay in reaction up to true 
loss of the reflexes are found. Paralysis of the mus- 
cles of the eye, ptosis, and atrophy of the optic nerve 
may also occur. The pupillary disturbances play a 
leading réle in the development of the clinical pic- 
tures simulating paralysis. Before the introduction 
of the Wassermann test, they usually led to the diag- 
nosis of true paralysis. 

Electrical trauma may give rise to pupillary dis- 
turbances alone or associated with other phenomena 
of interrupted nerve function. The authors empha- 
size that as loss of the pupillary reflexes has recently 
been demonstrated in epidemic encephalitis and al- 
coholism, the theory that it is always due to syphilis 
must be rejected. Recently, also, traumatic pupil- 
lary disturbances and pupillary disturbances in in- 
fluenzal neuritis (Gergely) have been reported. Ing- 
var attempted to explain these pupillary disturb- 
ances by an affection of the superficially located pu- 
pillomotor fibers in the tracts of the optic nerves, 
which may be injured by hemorrhages into the sub- 
arachnoid spaces and by traumatic arachnoiditis. 
As in electrotraumatic injuries the pupillary dis- 
turbances are associated with a number of other 
cranial nerve injuries and with nuclear lesions of the 
spinal cord, the authors are inclined to believe that 
they are produced by nuclear lesions in the same way 
as the well-known electrotraumatic injuries of the 
gray matter of the spinal cord. KiTTEL (0). 
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Grant, F. C.: The Mortality from Abscess of the 
Brain. J. Am. M. Ass., 1932, XCix, 550. 

Of fifty-one proved cases of abscess of the brain, 
accurate localization was possible in thirty-nine. 
In four cases the localization was correct, but the 
pre-operative diagnosis was brain tumor. Thus 
localization was accurate in forty-three, approxi- 
mately 84 per cent. Errors in localization and diag- 
nosis do not account for the high mortality of 58.8 
per cent. 

Surgeons in general have learned not to open 
abscesses until the walling-off process has taken 
place, but in the brain this process is slow because of 
the lack of fibrous tissue elements. 

The development of an abscess in the brain is 
similar to that of an abscess elsewhere in the body. 
Infection is implanted, surrounding cells die, and 
leucocytes surround and invade the infected area. 
Cerebritis, local tissue necrosis without pus forma- 
tion, occurs and is followed by liquefaction of the 
center of the infected area with eventual encapsula- 
tion through the participation of the slowly acting 
glial tissue. 

In the cases reviewed by the author in which 
operation was performed before encapsulation had 
taken place the mortality was 100 per cent. The 
only criteria by which the occurrence of encapsula- 
tion may be judged are the duration of the symp- 
toms and the questionable evidence yielded by 
funduscopic examination. From the experiences in 
the cases reviewed it appears that the occurrence of 
encapsulation requires no less than from four to six 
weeks. To carry the patient over this length of time 
it may be necessary to combat increased intra- 
cranial pressure by the intravenous injection of 
hypertonic solutions and in some cases to make 
a trephine opening over the site of the abscess to 
permit an emergency tap. 

In the drainage in the cases reviewed the following 
three principles were adhered to as closely as con- 
ditions would permit: 

1. Whenever possible a small opening instead of 
a large flap was made. 

2. The operation was carried out in two stages. 
The trephine opening was made as close to the ab- 
scess as possible, the dura was opened, and packing 
was introduced into the wound to promote the forma- 
tion of adhesions. 

3. The abscesses were drained with a soft rubber 
tube. 

The instruments used included an exploring can- 
nula of double length over which fits a sleeve with 
its lower end conical and tapering off to the exact 
size of the cannula. The sleeve carries snugly fitting 
silver tubes of varying diameters. When an abscess 
is located with the cannula, the sleeve and a silver 
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tube are pushed down over the cannula and into the 
cavity. The cannula and sleeve are then withdrawn 
and the pus is drained through the silver tube. A 
soft rubber tube is then inserted through the silver 
tube and the silver tube is withdrawn. 

Of the patients whose cases are reviewed, two died 
because operation was too long delayed and fourteen 
died because operation was performed too early. 
The causes of death in the operative cases in which 
encapsulation had occurred included pressure cone 
and medullary collapse, meningitis following an 
attempt at marsupialization, multiple abscesses, in- 
ternal hydrocephalus following imperfect drainage, 
and fungus cerebri. 

The following conclusions are drawn: 

1. Abscesses of the brain are no more difficult to 
localize than other intracranial lesions. 

2. Abscesses of the brain should not be opened 
before encapsulation has occurred—preferably not 
before the sixth week after the onset of symptoms. 

3. Drainage by a soft rubber tube is satisfactory. 

Joun W. Epton, M.D. 


Grant, F. C.: Ventriculography and Encephalog- 
raphy: Their Value in the Localization and 
Treatment of Intracranial Lesions. Arch. 
Neurol. & Psychiat., 1932, xxvii, 1310. 

Grant presents an analysis of 325 encephalo- 
grams and 160 ventriculograms. As the size of the 
ventricles and subarachnoid spaces differs markedly 
in different persons, he believes it impossible to 
foretell in a given case the exact amount of fluid that 
mtst be drained to obtain an encephalogram which 
completely outlines the intracranial spaces. He 
emphasizes that successful results are assured only 
after all of the fluid that can possibly be removed is 
withdrawn. In agreement with most other workers 
in the field, he believes that the choice between the 
direct ventricular and the lumbar injection of air 
must depend upon the presence or absence of 
increased intracranial pressure. In the presence of 
increased intracranial pressure, ventriculography is 
indicated, and in its absence, encephalography. 
Therefore ventriculography should be used in cases 
in which a diagnosis of brain tumor or abscess is 
made in the absence of localizing signs, and ence- 
phalography in cases in which a tumor is suspected 
in the presence of little or no increase in the intra- 
cranial pressure and in cases of other unlocalized 
organic cerebral diseases. 

With regard to the technique of ventriculography, 
Grant emphasizes only the importance of tapping 
both ventricles as this often yields information 
which makes the injection of air unnecessary. He 
urges that a tumor which has been localized by the 
aid of ventriculography be removed as soon as 
possible as in this way the mortality from the diag- 
nostic procedure can be reduced. He attributes the 
higher mortality from the injection of air into the 
ventricles as compared with that of the lumbar 
injection of air entirely to the choice of cases in 
which the procedure is used. 
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Encephalography is best done by the simplest 
method possible. Grant has found that the degree 
of unpleasant after-effects is not reduced by reducing 
the fluctuation in pressure. He usually makes all 
X-ray exposures with the patient in the sitting 
position. Encephalography is of value to the neu- 
rological surgeon chiefly to indicate the absence of a 
need for surgical intervention. When a lesion such 
as a tumor, abscess, clot, internal hydrocephalus, 
porencephalic cyst, or post-traumatic scar pulling 
the lateral ventricle toward the cortex is ruled out, 
encephalography ceases to be of value in the dif- 
ferential diagnosis as there is no encephalographic 
picture typical of any organic disease of the brain. 

In a study of epilepsy, post-traumatic epilepsy, 
and post-traumatic headache from the point of view 
of encephalography, Grant found a definite abnor- 
mality in the encephalographic shadows in 95 per 
cent of the cases of post-traumatic epilepsy and in 
about 75 per cent of the cases of epilepsy of the other 
type. Moreover, about 45 per cent of the cases of 
post-traumatic epilepsy showed asymmetry of the 
ventricles whereas in the cases of epilepsy of the 
other type the chief abnormality was ‘‘atrophy”’ 
shown by dilatation of the subarachnoid spaces. 

In cases of post-traumatic headache a fairly uni- 
form picture of dilatation of the subarachnoid spaces 
as well as of the ventricles was found. This fact led 
Grant to conclude that the headache may be due to 
distention of these spaces by fluid. In 14 of 41 
patients with such headaches who were followed from 
a month to two years after encephalography the 
headaches ceased completely. 

Leo M. Daviporr, M.D. 


Brock, S., and Dyke, C. G.: Venous and Arterio- 
venous Angiomata of the Brain. Bull. Neuro- 
logical Inst. New York, 1932, ii, 247. 

Brock and Dyke present a review of the literature 
on blood-vessel tumors and malformations of the 
brain, calling especial attention to the work of 
Lindau, Cushing and Bailey, and Dandy. These 
lesions may be divided into the hemangioblastomata, 
which form a group of true neoplasms, and the ven- 
ous and arteriovenous so-called “‘angiomata” which 
are in reality not new growths but simply congenital 
anomalies of the cerebral blood vessels. 

Eight cases of angioma are reported by the authors 
—three of the venous and five of the arteriovenous 
type. The important features of these cases are 
summarized as follows: 

1. In four cases extracranial vascular lesions co 
existed. An unusual instance of venous angioma of 
the retina, chiasm, midbrain, and cerebellum is 
described. 

2. The important eye signs were homonymous 
hemianopsia and unilateral exophthalmos. 

3. In the arteriovenous variety the cardiovascu- 
lar phenomena were of diagnostic significance. They 
included enlargement of intracranial, cranial, extra- 
cranial, and carotid arteries and of the heart, a 
systolic mitral murmur, and a mild degree of tachy- 
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cardia. A low systolic blood pressure with a much 
reduced diastolic blood pressure and a Corrigan 
pulse were sometimes found. Attention is called to 
the resemblance of the cardiovascular disturbances 
to those noted in aortic regurgitation. 

4. An arterial bruit of extracranial or intra- 
cranial origin was an important sign. 

5. The significant X-ray findings consisted of 
intracerebral calcification and dilatation and tortu- 
osity of the vascular grooves in the bones of the 
skull. The peculiar character of the calcification 
found in the venous angiomata was pathognomic. 

Methods of treatment are discussed briefly. 

Leo M. Daviporr, M.D. 


Elsberg, C. A., and Hare, C. C.: The Blood Supply 
of the Gliomata: Its Relation to the Tumor 
Growth and Its Surgical Significance. Bull. 
Neurological Inst., New Vork, 1932, ii, 210. 

On the assumption, abundantly confirmed by 
pathologists, that tumors may grow either by ex- 
pansion at the center or proliferation at the 
periphery, Elsberg and Hare undertook this study of 
the distribution of blood vessels in the gliomata 
with the hope of determining the characteristics of 
growth of neoplasms of this type. It seems appa- 
rent that the more highly vascularized an area of 
neoplasm the more active the growth of this area. 
The authors therefore believe that a demonstra- 
tion, by actual count, of the presence of numerous 
blood vessels at the center and of relatively few 
blood vessels in the periphery of astrocytomata and 
medulloblastomata and in the adjacent white mat- 
ter signifies that these tumors grow by increasing 
the central portion. 

In the glioblastoma multiforme the blood-vessel 
distribution is quite the opposite as the central area 
is likely to be necrotic and lacking in vessels while 
the periphery as well as the adjacent white matter 
are abundantly vascularized. The authors therefore 
believe that these tumors expand from the periphery. 

Because of these differences, Elsberg and Hare 
conclude that in the surgical approach to tumors 
of the glioma series it is advisable first to bisect 
the growth in order to gain an idea of the vascularity 
of the different parts. If the vascularity of the tumor 
is greatest in the center, this part should be re- 
moved first, whereas in cases of glioblastoma the 
periphery of the tumor should be especially at- 
tacked. Leo M. Daviporr, M.D. 


Deery, E. M.: Some Features of Glioblastoma 
Multiforme. Bull. Neurological Inst. New York, 
1932, li, 157. 

The overgrowth of vascular elements in glio- 
blastoma multiforme was studied at autopsy in ten 
cases. Large radial sections of the tumor from its 
center out to, and including, normal brain tissue 
beyond the growth were obtained. In these radial 
sections microscopic study revealed five zones. The 
central zone was always found to be_ necrotic. 
Peripheral to this there was a zone showing the 
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processes of necrosis, phagocytosis, organization, 
and structural repair. The third zone, the most 
active tumor tissue, was the area of greatest vascu- 
larity and the chief site of blood vessels undergoing 
hyperplasia. Beyond this there was a transitional 
zone in which the tissue sometimes changed abruptly 
to normal brain or showed a considerable zone of 
rarefaction and gliosis. It is evident, therefore, 
that the structure of glioblastoma multiforme may 
be more orderly than is generally recognized. 

The author was able to differentiate four types 
of blood-vessel alteration in the tumors. Some of 
the vessels showed an overgrowth of the lining 
endothelium alone; others, hyperplasia limited to 
the vessel adventitia or a combination of the two 
forms; and others, only an extensive fibrosis of the 
media. These vascular arrangements may occur 
also, but to a lesser degree, in other forms of tumors. 
In the endothelial form of overgrowth the endothe- 
lial cells themselves appeared to elaborate the heavy 
reticulin-collagen framework which is characteristic 
of this type of reaction. The author believes that 
the necrosis in the tumors was caused as much by 
the focal toxic factors as by the decrease in the blood 
supply. Large numbers of phagocytic cells were 
produced by the adventitial tissue of the vessels 
bordering an area of necrosis. In occasional areas 
in the tumors a marked increase in fibrous tissue 
had apparently strangled groups of living tumor 
cells. Ropert ZOLLINGER, M.D. 


Pancoast, H. K.: The Interpretation of Roent- 
genograms of Pituitary Tumors. Am. J. Roeni- 
genol., 1932, XXVii, 697. 

As the clinical diagnosis of pituitary tumors is 
often difficult, the roentgenologist is frequently 
called upon for aid. 

In studying the sella roentgenologically it is 
important to use a careful, standardized technique. 
Pancoast bases all of his measurements on roent- 
genograms obtained at a target-film distance of 
36 in. With this technique he finds that the average 
depth of the normal sella is from 6 to 7 mm. and 
the sagittal measurement is from 7 to 8 mm. 

Any deformity of the sella may be evidence of 
tumor in the cranial cavity. The author groups 
intracranial tumors according to Kornblum’s classi- 
fication as intrasellar, suprasellar, parasellar, and 
metasellar. 

Intrasellar growths produce atrophy of the dorsum 
sella. In the presence of such neoplasms the floor 
becomes thinner and depressed and finally erodes 
into the sphenoid sinus. 

In cases of suprasellar tumor the deformity is 
of the same type as that produced by intrasellar 
tumors but less marked. Irregular calcification is 
often present and lies in the solid portion. 

In cases of parasellar tumor the deformity is apt 
to be unilateral and is caused by direct pressure 
or by the interposed internal carotid artery. 

Metasellar tumors obstruct the ventricular system 
below the third ventricle and produce enormous 
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dilatation and enlargement of the third ventricle 
downward and forward so that it impinges upon the 
pituitary region. First, the dorsum becomes ragged 
and thin in the upper posterior portion. Next, the 
posterior clinoid processes disappear, and finally the 
dorsum sella becomes narrowed and ultimately dis- 
appears. 

The author believes that in the production of 
these deformities a part is played by pulsations as 
well as direct pressure. 

Among other conditions discussed by the author 
as causes of deformity of the sella are meningiomata 
arising from the olfactory groove, xanthomatosis, 
aneurisms of the circle of Willis, and certain bone 
diseases such as osteomyelitis. 

CHARLES H. Hreacock, M.D. 


Eisenhardt, L.: The Diagnosis of Intracranial 


Tumors by Supravital Technique. Further 
Studies. Arch. Neurol. & Psychiat., 1932, xxviii, 
299. 


This is a second contribution by Eisenhardt from 
Cushing’s Clinic on the examination of fresh brain- 
tumor tissue by the supravital staining technique. 
The importance of this method as a means of im- 
mediate diagnosis has now become so evident that 
the procedure is practically indispensable in the 
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neurological clinic. In addition to its value to the 
surgeon during the operation, the author cites the 
“peculiar and enlightening appearances of the tu 
mors in supravital preparations as contrasted with 
fixed or sectioned specimens.”’ In her report of a 
series of cases, Eisenhardt includes photomicro 
graphs of the tumors prepared by the supravital 
technique. Many of the latter are compared with 
photomicrographs of the same tumors prepared by 
the usual fixation, cutting, and staining technique. 
The difference is as great as that between a living 
animal and the work of a second-rate taxidermist. 
Leo M. Daviporr, M.D. 


Nicaud, P.: Uncomplicated Meningeal Spirochz- 
tosis (La spirochétose méningée pure). Presse méd., 
Par., 1932, xl, 793. 

In 1916, Costa and Troisier described a svndrome 
characterized by mild meningismus, nasolabial 
herpes, and irritation of the conjunctiva. The head 
ache, which is constant and often severe, may be 
occipital or frontal. Stiffness of the neck and Kern 
ig’s sign are present in all cases. Photophobia is 
frequent. The temperature may rise to 104 degrees 
F., but after from seven to thirteen days it gradually 
falls to normal. As a rule the general condition 
remains good. There are no hepatic symptoms. 
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Jaundice is absent. The spinal fluid is under tension 
but quite clear. The number of cells may increase 
up to 400 per cubic millimeter. At first, polynuclear 
leucocytes may predominate, but later lymphocytes 
are more numerous. A search for the spirochetes 
in the cerebrospinal fluid is always negative. 

The diagnosis is made by agglutination tests and 
inoculation into guinea pigs. The serological diag- 
nosis is definitely positive after the thirteenth day 
and the agglutination reaches its maximum between 
the eighteenth and twenty-fifth days. The aggluti- 
nation titer may be as high as 1:100,000. A neutral- 
ization test may also be helpful as the patient’s 
serum protects the guinea pig against the effects of 
blood and urine of another animal dying from experi- 
mentally induced spirochxtosis. Direct inoculation 
of the patient’s blood or urine into guinea pigs is very 
seldom positive. 

While the highest titer is reached with spirocheta 
icterohemorrhagica, other spirochetes may give a 
slightly positive agglutination test which is inter- 
preted as a group-agglutination. 

In the course of the disease a recurrence of symp- 
toms and a secondary rise in the temperature occur 
not infrequently at about the fifteenth day. 

Subjects exposed to contact with rats and those 
injuring their hands while exposed to decaying 
animal or vegetable matter may acquire the disease. 
In the latter group there is enlargement of the epi- 
trochlear lymph nodes. A small epidemic of the 
condition has been observed also among bathers in 
polluted rivers around Paris. 

The prognosis is always favorable. As subcutane- 
ous and intraspinal injections of a specific serum 
have a remarkable effect on the icteric form of 
spirochetosis, this treatment might well be applied 
to the pure meningeal form if it does not subside 
readily. Geza De Takats, M.D. 


SPINAL CORD AND ITS COVERINGS 


Wilson, G.: Remarks on Injury of the Spinal Cord. 
Med. Clin. North Am., 1932, xvi, 31. 


In the absence of vertebral injury, signs of involve- 
ment of the spinal cord, even those indicating com- 
plete interruption of all of the nervous pathways 
and a Queckenstedt test revealing complete block, 
are not in themselves sufficient to warrant imme- 
diate operation. When there is evidence that some 
of the tracts of the spinal cord are not completely 
blocked, there is still less reason to operate. Many 
of the symptoms are due to cedema in the spinal 
cord, which probably has a better chance to subside 
if the patient is left alone than if he is subjected to 
a major operation. 

If spinal cord symptoms have been produced by 
a fracture or dislocation of a vertebra it is unlikely 
that an operation will aid in restoring the function 
of the cord. However, if a small piece of bone is 
lying within the spinal canal or has pierced the cord, 
operation should be performed for its removal. 

Davin J. Impastato, M.D. 





PERIPHERAL NERVES 


Pollock, L. J., and Davis, L.: Peripheral Nerve 
Injuries. Eighth Installment. Am. J. Surg., 
1932, XVii, 299. 

In this installment the authors discuss specifically 
injuries of the ulnar nerve alone and combined 
injuries of the median and ulnar nerves. The ulnar 
nerve may be affected in a wide variety of civil 
injuries. In the war it was involved in from 16.7 to 
18.5 per cent of peripheral nerve injuries. 

Section of the ulnar nerve should produce inability 
to flex the proximal or distal phalanges of the ring 
and little fingers, to abduct or adduct the fingers, 
to extend the second and distal phalanges of any of 
the fingers, to adduct the thumb, to contract the 
flexor carpi ulnaris, and to abduct or oppose the little 
finger. The ways in which this picture may be 
altered by supplementary motility are described. 
In agreement with Bénisty, the authors found that 
marked sensory loss exists even when the injury has 
not produced total section of the nerve. The areas 
of isolated and residual supply of the nerve are out- 
lined and shown in illustrations. Clinical manifesta- 
tions indicating the level of a lesion are described. 
The authors state that in recovering and partial 
lesions relatively greater strength in the phalanges 
is noted, but at timesthis may be an inaccurate 
index of the severity of the lesion. Moreover, physio- 
logical interruption cannot be differentiated from 
anatomical section by the strength of movements of 
the phalanges. 

The authors found recovery occurring most regu- 
larly in the flexor carpi ulnaris and late in the small 
hand muscles. The adductor of the thumb recovered 
more frequently than the abductor of the little 
finger. In many of the cases of ulnar nerve lesions in 
general there was but little sensory recovery when 
motor recovery had begun. 

The anatomical relationships of the ulnar nerve 
and its branches are reviewed, and the surgical 
approaches to the ulnar nerve at all points along its 
course are described. Details as to methods of 
transposition to bridge defects and obtain end-to- 
end suture are given. The authors caution that care 
must be taken to identify the surfaces of the cut 
ends of the nerve before transposition in order that 
axial rotation will not occur. 

Combined injury of the ulnar and median nerves is 
common. The varieties of such injuries may be so 
numerous as to lead to classifications based upon the 
varied appearance and function of the hand. In 
total paralysis of both nerves the appearance of the 
hand is characteristically described as an “ape 
hand.” No flexor movements are possible except 
those due to supplementary movements. There is no 
movement in the little finger, and except for exten- 
sion and abduction of the thumb in the plane of the 
palm, no movement in the thumb. 

The loss of sensation in combined median and 
ulnar nerve lesions is marked. Tactile sensibility 
is lost over the area which represents both nerves; 
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sensation to pain and high and low degrees of gress with particular reference to co-ordination of the 
temperature is preserved over a variable area cor- ideas there expressed with contemporary literature. 
responding to the overlap of the radial and musculo- They condemn the loose use of the terms “tone” 
cutaneous nerves. A chart showing the dissociation and ‘‘tonus”’ in medical and physiological literature. 
of sensation is characteristic and easily distinguished They are in full accord with recent reports negating 
from that of sensation in a partial or recovering the theory of sympathetic innervation of skeletal 
lesion. muscle. On the basis of the facts brought out at the 

In incomplete lesions of either the ulnar or the Congress and those already known, they regard it as 
median nerve weak movements of the phalanges of probable that sympathetic nerves do not end in 
the fingers are, alone, insufficient to indicate whether _ striated muscle, but that stimulation of the sympa- 
or not one of these nerves is severed or which one is _ thetic nerves to the vessels of a muscle may alter the 


severed. tissue fluid or blood in such a way as to change the 
Motor recovery follows the course of recovering contractility of muscle. 
isolated lesions of the median and ulnar nerve. In a brief discussion of cerebellar function with 


Sensory recovery follows the same course. A notable relation to muscular contraction, the authors note 
observation is the return of sensibility in the area that confusion has arisen obviously because the 
between the sensory supply of the ulnar and median __ word “‘tone”’ has been used to denote anything from 


nerve. This is never noted in complete lesions. mild psychological euphoria to a specific reflex pat- 
Hate Haven, M.D. tern of muscular tension. They believe that in 

discussions of striated muscle the word “tone”’ 

MISCELLANEOUS should be replaced by such specific terms as “‘stand- 
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ing reflex,” ‘‘postural reflex,” and “‘righting reflex,”’ 

Cobb, S., and Wolff, H. G.: Muscle Tonus: A Criti- and that the state of striated muscle at a given 
cal Review Based on Work Presented at the moment should be described by such adjectives as 
International Neurological | Congress, Bern, “slack” or “taut,” or that, better still, the amount 
Switzerland, 1931. Arch. Neurol. & Psychial., o§ tension should be measured and stated in quanti- 
ngS%, SNES, 08. tative terms. They urge that the term “tone” be 
The authors review the discussions on muscle _ either discarded or applied only to smooth muscle. 
tonus at the last International Neurological Con- HALE Haven, M.D. 











TRACHEA, LUNGS, AND PLEURA 


Macnab, D. S., and Scarlett, E. P.: Traumatic 
Chylothorax Due to Intrathoracic Rupture of 
the Thoracic Duct. Canadian M. Ass. J., 1932, 
XXVii, 29. 

Chylous effusion into the pleural cavity is rare. 
In a review of the literature in 1931, Van Nuys was 
able to find only sixty-six cases of all types of chylo- 
thorax. Only about half of these were associated 
with severe contusions of the thorax or wounds about 
the base of the neck. The authors report the thirty- 
fourth case of chylothorax of traumatic origin to be 
recorded, the twenty-eighth due to thoracic injury 
other than a wound, and apparently the third to be 
recorded in North America. Most of the cases have 
been reported from Germany and France. The 
author’s patient was a man forty-six years of age 
who fell a distance of 11 ft., striking his back on a 
piece of lumber. Six days after the accident he 
developed a condition resembling shock which was 
accompanied by dyspnoea, sweating, cyanosis, and 
extreme weakness. Examination revealed dullness 
of the right chest as high as the clavicle. The follow- 
ing morning the right thoracic cavity was aspirated 
and 1,750 c. cm. of white fluid tinged with pink were 
removed. In the afternoon, 2,000 c. cm. of a similar 
fluid were removed. The patient continued to com- 
plain of pain in the right chest which necessitated 
almost daily aspirations of the chest for relief. In a 
period of forty-eight days nearly 35 liters of fluid 
were removed from the pleural cavity. The patient 
lost weight and suffered from marked asthenia. By 
thoracotomy 1,000 c. cm. of chyle were evacuated. 
The patient died approximately two months after 
the injury. At autopsy the thoracic duct was found 
exposed throughout its entire length. Near the 
border of the tenth dorsal vertebra it was ruptured 
and communicated with the thoracic cavity. 

The causes of chylothorax are given by the authors 
as follows: 

1. Trauma. 

A. External violence. 
(1) Closed trauma. No external wound 
and no fracture. 
(2) Trauma with fracture of the ribs, 
clavicle, or vertebre. 
B. Operative wounds. 
(1) Complete severance of the duct. 
(2) Section of one or more terminals. 
(3) Gunshot wounds. 
(4) Self-inflicted or stab wounds. 
2. Newgrowths and granulomata: carcinoma, 


lymphosarcoma, tuberculous glands. 
3. Thrombosis of the left subclavian vein. 
4. Newgrowths of the duct itself. 
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5. Perforating lymphangeitis. 

6. Aneurism of the duct. 

7. Cirrhosis of the liver. 

8. Filaria. 

In the majority of cases of chylothorax the chyle 
is in the right lower cavity. Of twenty-eight cases 
reviewed, it was on the right side in fifteen, on the 
left side in eight, and on both sides in five. Its 
greater frequency on the right side is probably due 
to the fact that the lower two-thirds of the thoracic 
duct are nearer the right side than the left. From 
the posterior mediastinum the chyle passes into the 
pleural cavity through the endothelial cells or a hole 
in the pleura. Characteristically, there is a silent 
period between the time of the accident and the 
development of cardiac and respiratory embarrass 
ment. In the cases reviewed this period averaged 
four days. At the end of this period the patient 
usually developed dyspncea, a rapid thready pulse, 
cold pallor, and signs of shock. The rapid accumu 
lation of the fluid is also striking, sometimes necessi 
tating aspiration twice in a period of twenty-four 
hours. A progressive loss in weight and marked 
asthenia occur. The patient fails rapidly, and death 
results from exhaustion and emaciation. 

The diagnosis is based on the character of the 
fluid aspirated. The sudden appearance of shock 
may be due to anaphylaxis or to sudden disturb 
ances in the pressure relations in the thorax. Pleura! 
fluid of a milky character may be true chyle or 
pseudochyle. The latter may be due to emulsified 
fat cells undergoing fatty degeneration. Chylous 
fluid resists putrefaction and does not coagulate. 
When it is allowed to stand, a creamy layer of fat 
forms. The specific gravity is over 1.012. There are 
many microscopic fat globules which are soluble 
in ether. The fat content is high, and the fluid 
accumulates rapidly. In contrast, pseudochylous 
fluid has a specific gravity under 1.012, and its fat 
content is low, averaging 0.3 per cent. Asa rule it 
shows no microscopic fat and no creamy layer. It 
collects slowly. 

The authors believe that the extreme and rapid 
loss of weight cannot be accounted for by the loss o! 
chyle. They suggest that it may be due to an intoxi 
cation resulting from interference with the lym 
phatic circulation in the body. 

The prognosis of traumatic chylothorax is gravé 
In thirty cases there were sixteen deaths. Thi 
mortality of more than 50 per cent is in contrast t 
the mortality of ro per cent in cases of operativ 
injury to the thoracic duct. 

The treatment is more or less unsatisfactor\ 
Suture of the duct is impossible. Aspiration of th 
fluid from the pleural cavity should be done. 1 
decrease the negative pressure, thoracotomy h: 
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been advocated. Fat should be eliminated from the 
diet and carbohydrates given in large quantities. 
Water should be given freely, and the patient kept 
as comfortable as possible. ALTron Ocusner, M.D. 


Neuhof, H., and Wessler, H.: Putrid Lung Abscess: 
Its Etiology, Pathology, Clinical Manifesta- 
tions, Diagnosis, and Treatment. J. Thoracic 
Surg., 1932, i, 637. 

The authors summarize the results of a study of 
lung abscess made at Mount Sinai Hospital, New 
York. They conclude that putrid abscesses of the 
lung result from the aspiration of infective particles 
of material bearing anaérobic bacteria, and that the 
concept of the disease as merely the sequel of opera- 
tions on the nose, mouth, or throat, operations per- 
formed under inhalation anesthesia, or the known 
aspiration of foreign material is erroneous. In about 
one-third of their series of cases the abscess occurred 
in a previously healthy person in whom no predis- 
posing condition could be demonstrated. In the 
authors’ opinion the suppuration is not of embolic 
origin and is not a complication of pneumonia. In 
the cases reviewed, certain pathogenic anaérobes 
were found in every stage of the infection and dis- 
appeared when the infection subsided. While there 
is no absolute evidence that the disease is initiated 
by these anaérobes, they are the only organisms found 
in putrid lung abscesses which produce gangrenous 
lesions of the lungs when introduced into the bron- 
chial tree experimentally. 

Putrid abscess of the lung begins characteristically 
in and distal to one of the smaller bronchi at a site at 
which the aspirated infective material is presumably 
arrested. The first stage in its development is an in- 
tense necrotizing inflammation of the affected bron- 
chus and its tributary bronchioles. The pulmonary 
parenchyma supplied by the involved bronchioles 
soon becomes involved by the severe inflammatory 
process. Therefore the lesion is always situated near 
the surface of the lung and a pronounced and early 
reaction of the overlying pleura occurs. The result is 
a localized gangrenous abscess superficially situated 
in the lung and usually of large size. Drainage by 
way of the bronchus usually begins two weeks after 
the onset. The course depends largely on the degree 
of bronchial drainage. In the majority of cases the 
abscess either remains localized and more or less 
quiescent for weeks or months with occasional 
spreads or insidiously involves the adjoining lung in 
this subacute stage. 

The initial symptoms are fever and chilliness or a 
chill. These are soon followed by pain in the chest, 
a constant phenomenon which is usually severe and 
sharply localized. The site of localized pain is iden- 
tical with the site of pleural adhesions. The pain is 
associated with circumscribed tenderness. Cough 
usually begins at the onset of the pain, and at first 
is unproductive. Expectoration of a foul exudate be- 
gins suddenly, usually between the tenth and twelfth 
days after the onset. In a typical case, expectoration 
of the pus is followed by subsidence of the fever and 
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pain. Improvement appears to be progressive for a 
period of from two to four weeks, and true recovery 
may result. 

During the subacute stage, clubbing of the fingers 
and toes occurs. There may also be a recurrence of 
the foetid expectoration and fever, pain in the chest, 
and roentgen-ray evidence of spread of the infection. 

The course of a definitely chronic lung abscess is 
progressive with extension of the disease to adjacent 
and distant parts of the lung. If untreated or treated 
inadequately, the condition is almost invariably 
fatal. Death usually results within three years of the 
onset in the cases of adults and in a much shorter 
time in the great majority of cases. 

The diagnosis depends upon a careful considera- 
tion of the history and the clinical manifestations. 
The physical signs are inconstant. Signs of cavita- 
tion are rare. The roentgenogram establishes or con- 
firms the diagnosis in the majority of cases. Bron- 
choscopic examination is indicated in every case of 
subacute or chronic lung abscess and most cases of 
acute lung abscess. Bronchography with the use of 
iodized oil is an invaluable aid in localization of the 
abscess. 

Putrid lung abscess is potentially a surgical lesion 
from the onset. The principles of the operation per 
formed by the authors are excision of the roof of the 
abscess and ventilation. The technique is described. 

Of twenty patients with acute lung abscess, ten 
were not operated upon as the clinical course was 
favorable. All of these ten recovered. One patient 
died with the acute fulminating type of lesion. Of 
nine patients who were subjected to operation, spon- 
taneous cure being considered impossible, eight re- 
covered and one died. Of eight patients with sub 
acute lung abscess, six were operated upon. Of the 
two who were not operated upon, one is now well and 
the other shows improvement. Of the six who were 
subjected to operation, three are well and three are 
dead. All seven patients with subacute lung abscess 
complicated by acute gangrenous extension died of 
the condition whether they were operated upon or 
not. Of thirty-four patients with chronic lung ab- 
scesses, thirteen were not operated upon. Of the lat- 
ter, three show improvement, four show no improve- 
ment, and six are dead. Of the twenty who were 
operated upon, twelve are now well, two show im- 
provement, and seven are dead. 

Eart O. LATIMER, M.D. 


Ballon, H., Singer, J. J., and Graham, E. A.: Bron- 
chiectasis. IV. Treatment. J. Thoracic Surg., 
1932, i, 502. 

In the treatment of bronchiectasis pneumotomy 
has been more or less discarded. Little can be ex 
pected from it except in cases with a single bron 
chiectatic abscess. 

In 1923, Graham proposed pneumectomy per 
formed with the cautery, a method differing at 
least theoretically from Sauerbruch’s lobectomy with 
the cautery. The conditions most suited to cautery 
pneumectomy are bronchiectasis with multiple lung 
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abscesses and chronic lung abscesses with secondary 
bronchiectasis. The method does not seem suitable 
for cases of probably congenital origin in which there 
are long, wide dilatations in a lower lobe. In the 
presence of extensive bilateral lesions it should be 
used with caution. 

Cautery pneumectomy can be made to combine 
the three cardical principles of the surgical treatment 
of pulmonary suppuration—drainage, compression, 
and extirpation. In the first stage the field is ex- 
posed by turning up a flap of skin and muscle and 
removing two or three ribs for a distance of from 8 
to 1o cm. The ribs are removed by subperiosteal 
resection and the periosteum is peeled from the 
pleura. Before the operation is continued, the lung 
must be firmly adherent to the pleura. To deter- 
mine whether it is adherent, the pleura should 
be opened. If the lung is not firmly adherent, ad- 
hesions may be created by any of the standard 
methods such as suture and the introduction of 
gauze packing against the pleura. If the lung be- 
comes retracted away from the pleura during the 
examination it is best to inflate the lung by positive 
pressure and then close the pleura and pack gauze 
against it. After the exposure is made the first stage 
of the operation may be terminated. In the cases of 
patients who are poor risks it is not advisable to 
proceed further. 

The first cauterization may be done after about 
ten days or, if the patient is in good condition and 
firm adhesions are present at the time of the first 
operation, it may be done at the time of that opera- 
tion. With a large soldering iron heated to a red 
heat an excavation is made into the lung tissue. If 
an old drainage track is present, it is well to begin by 
plunging the cautery into the track and working 
peripherally from there. If the chief lesion is a 
chronic abscess, the whole abscess cavity may be 
cauterized away or at least the roof may be removed. 
In cases in which the chief pathological condition is 
bronchiectasis, the first objective is to provide multi- 
ple drainage openings by exposing a large cross- 
section of the bronchial tree by burning over a fairly 
large surface instead of burning too deeply. It is 
well to wait three weeks before repeating the cau- 
terization. Hemorrhage is controlled by packing. 

According to the authors’ experience, postopera- 
tive hemorrhage does not constitute a serious dan- 
ger. A greater danger is cerebral embolism, possibly 
air embolism. It is important to avoid the use of in- 
flammable gases for the induction of anesthesia. 
The authors prefer nitrous oxide. 

In the fifty-four cases of bronchiectasis treated by 
the authors up to 1929, there were six deaths follow- 
ing the operation, a mortality of 11 per cent. Twelve 
patients died later, but not from the results of the 
operation. Of the thirty-six patients still alive, 
thirty-four (63 per cent) have been definitely bene 
fited, one (1.6 per cent) was moderately benefited, 
and one was not benefited. 

Sometimes a chronic sinus persists after cauteriza- 
tion. This may be relieved by a plastic operation 
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later, but frequently it causes so little inconvenience 
that further surgery is refused. 

A large majority of successful lobectomies for 
bronchiectasis have been performed upon children 
and young adults. Lobectomy may be a most satis- 
factory procedure. Good results may be obtained by 
single-stage or multiple-stage operations, but a 
single-stage operation is not always feasible. The 
procedure is still attended by a high operative mor- 
tality. 

In conclusion the authors state that there is no 
prophylactic measure which will prevent the develop- 
ment of bronchiectasis with certainty. 

Eart O. LATIMER, M.D. 


Sergent, E., Mignot, R., Durand, H., Kourilsky, 
R., and Benda, R.: The Clinical Forms and 
Diagnosis of Primary Cancer of the Lung 
(Formes cliniques et diagnostic du cancer primitif 
du poumon). Arch. med.-chir. de lappar. respir., 
1932, V1, 503. 

The authors discuss seven types of primary 
cancer of the lung: (1) that which begins with 
pulmonary congestion, (2) that which at first sug- 
gests pulmonary tuberculosis, (3) that associated 
with symptoms of a pleural effusion or a tuberculous 
pleural abscess, (4) that developing as a pulmonary 
suierosis, (5) that associated with bronchial stenosis, 
(6) that associated with bronchopulmonary sup- 
puration, and (7) that with the appearance of an 
intrapulmonary tumor such as a hydatid cyst or a 
sarcoma. 

Of the twenty-nine patients whose cases are 
reported by the authors, twenty-seven were males. 
The histories of the twenty-nine patients suggest 
that old bronchorrhceas and suppurations play a 
role in the production of pulmonary cancer and its 
course toward suppuration and gangrene. 

The onset of primary cancer of the lung is ex 
tremely variable, but is often accompanied by a 
cough due to pulmonary congestion, the expectora 
tion of mucous or bloody sputum, pain in the side 
and fever which is frequently accompanied by chills 
After a few days the temperature falls, the coug! 
ceases, and recovery seems about to set in. How- 
ever, slight fever persists and the general condition 
generally gradually deteriorates. Under such con 
ditions tuberculosis should be cousidered as well a: 
cancer. Frequently cancer of the lung develops ver 
slowly. Sometimes two years elapse from the onse 
of the first symptom until a definite diagnosis can bi 
made. One of the characteristics of the growth o 
pulmonary cancer is a tenaency toward central soft 
ening with cavity formation. 

From the subjective standpoint the most im 
portant symptom is pain. This is almost constan 
and always on the side of the tumor. The cough ma 
be either of the ordinary type or paroxysmal. Th 
sputum may have no definite characteristics fo 
some time, but sooner or later hemoptysis occur 
Sometimes a clot or even a piece of tumor is e> 
pelled. A diagnosis may be made from histologic: 








nce 


for 
ren 
tis- 


l by 
t 
The 


10r- 


no 
lop- 


sky, 








examination of expectorated plugs and of the centrif- 
ugalized pleural fluid. Dyspnoea varies according to 
the type and situation of the tumor. Aphonia or 
dysphonia often accompanies pulmonary cancer 
because of paralysis of the recurrent laryngeal nerve. 
In some cases there may be paralysis of the phrenic 
nerve which gives a characteristic roentgenographic 
picture. 

As the cancer develops it causes marked con- 
stitutional changes with cachexia. Fever of slight 
degree is generally present, but may be unnoticed 
until attention is called to it by the development of 
some acute condition such as pneumonia or grippe, 
or by suppuration. 

The objective signs of primary cancer of the lung 
are also very diverse. They depend chiefly on the 
localization and growth of the lesion, whether or not 
it impinges on a bronchus, whether atelectasis 
occurs, and whether an associated infection is 
present. Bronchoscopy and lipiodol studies should 
be undertaken. A primary cancer developing in the 
lower lobe is particularly apt to remain silent for a 
long time. In contrast to tuberculosis and the ordi- 
nary inflammatory diseases, the contralateral side 
usually remains uninvolved. There is no single 
characteristic roentgen picture. In cases of cancer 
arising within a bronchus the shadows are difficult 
to interpret. The tumor itself is invisible and is 
revealed only indirectly by the associated atelectasis. 
The intrapulmonary cancer is revealed in typical 
cases by a rounded shadow, but when such a shadow 
is seen the disease is probably advanced. A hydatid 
cyst has a sharper edge and a more homogeneous 
shadow. In cases of upper lobe cancer, differentia- 
tion from tuberculosis may be difficult, but in tuber- 
culosis the shadow is apt to be more circumscribed 
and its mode of spread is quite different. One of the 
more important diagnostic signs is paralysis of the 
phrenic nerve with elevation of the corresponding 
half of the diaphragm. True paralysis of the dia- 
phragm may be easily differentiated from fixation 
of the diaphragm due to adhesions and retraction 
by fluoroscopic examination. If ulceration or ne- 
crosis occurs a cavity appears in the roentgenogram. 

FRANK B. Berry, M.D. 


Manges, W. F.: Primary Carcinoma of the Lung: 
Roentgen Diagnosis and Preliminary Report on 
Roentgen Therapy. Am. J. Roentgenol., 1932, 
XXvil, 858. 

Because of the prolonged time between the onset 
of symptoms and the first roentgen study, primary 
carcinoma of the lung is usually not diagnosed until 
there is massive evidence of the disease. There is no 
single characteristic roentgen sign as the growth 
varies in location, size, shape, and density. The 
amount of displacement of organs and the degree of 
functional interference may be entirely out of pro 
portion to the size of the neoplasm. 

In 20 of a series of sixty-one cases studied in the 
unusually efficient bronchoscopic department of the 
Jefferson Hospital, Philadelphia, a positive tissue 
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diagnosis was made only after death. Therefore in 
one-third of the cases, an antemortem diagnosis 
depends largely upon the roentgen ray. Of thirty- 
six cases selected for roentgenographic description, 
the outline of the tumor was sharp in twenty-three 
and irregular in thirteen. Twenty-six showed evi 
dence of displacement of the heart and other medi- 
astinal structures toward the side of the lesion; three, 
displacement toward the side away from the lesion; 
and seven, practically no displacement. Metastases 
were evident in six. 

Of the patients treated by irradiation, practically 
all showed at least temporary clinical improvement, 
and a few of them lived a number of years. One 
patient has been well, except for bronchiectasis, for 
seven years. Another has been well for six years, a 
third has been well for nearly eight years, and a 
number have been free from symptoms for more 
than a year. A few of those with advanced lesions 
showed temporary improvement, but this was 
followed by rapid progress of the disease. 

The author states that it is wrong to try to make a 
diagnosis of primary carcinoma of the lung without 
the help of bronchoscopy. He agrees with Clerf 
that, next to its usefulness in cases of foreign body 
in the air passages, bronchoscopy has proved of 
greatest value in the diagnosis of malignancy of the 
lung. ° Epwarpb D. CaurcuiL1t, M.D. 


Coonse, G. K., Aufranc, O. E., and Cooper, M.: 
The Importance of Intrapleural Pressures and 
Their Measurements in Various Pathological 
Conditions. New England J. Med., 1932, ccvii, 1. 

In experiments on dogs the pressure in both pleural 
cavities was measured in millimeters of mercury by 
means of a specially constructed cannula left in situ. 
It was found that under preliminary anwsthesia and 
during inspiration there was a striking increase in 
the negative intrapleural pressure which was asso 
ciated with cyanosis and decided changes in the 
heart rate. The blood pressure was considerably 
elevated. As the depth of the anwsthesia increased, 
the intrapleural pressure fell. When the respiratory 
tract was partially obstructed, as by allowing the 
tongue to fall back into the pharynx, these symp- 
toms were more or less reproduced. 

In experiments on dogs in which an attempt was 
made to cause a condition similar to pneumonia by 
blocking a bronchus mechanically and introducing 
fluid or air into the entrapped lobe, it was found that 
this procedure resulted not only in a greater negative 
pressure on the obstructed side during inspiration, 
but also in an increase in positive pressure during 
expiration. A less marked increase of both negative 
and positive pressures occurred in the other pleural 
cavity. The authors conclude that because of the 
increased negative pressure during inspiration, the 
mediastinum was forced toward the affected side, 
and because of the increased positive pressure during 
expiration, the blood vessels in the involved lung 
were more compressed. At necropsy the animals so 
treated showed a condition similar to pneumonia. 
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The authors believe that pneumonia occurs be- 
cause, as the result of the bronchial obstruction, 
there is an increased negative pleural pressure which 
in turn causes an increased negative pressure in the 
alveolar spaces, distention of the capillary vessels, 
and transudation of fluid and blood into the capillary 
spaces. In the experiments reported the introduc- 
tion of fluid into the pleural cavity resulted in a 
prompt diminution of the increased negative pres- 
sure. On the pneumonic side only small amounts of 
fluid were necessary (as small as from 50 to 100 
c.cm.). Their introduction resulted almost im- 
mediately in a decrease in the rapidity of respiration 
and an increase in the excursion of the chest wall. 
The animal’s color simultaneously improved, and 
within from ten to twenty minutes, cyanosis and 
dyspnoea had practically disappeared. The authors 
believe that the partial obstruction causes the 
pneumonia rather than that the pneumonia produces 
the obstruction. 

Determinations of intrapleural pressure were 
made by the authors also in the cases of patients 
with various pathological conditions. In a case of 
left-sided lobar pneumonia the changes found were 
comparable to those occurring in animals. The in- 
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troduction of 110 c.cm. of normal saline solution 
into the pleural cavity resulted in prompt clinical 
improvement. The respiration became less labored 
and more regular, the cyanosis became greatly re- 
lieved, and the pulse improved in volume and qual- 
ity. As soon as enough time had elapsed for the 
solution to be absorbed (about half an hour), all of 
the initial symptoms recurred. Measurements were 
made also in two cases of pulmonary tuberculosis— 
one with adhesions (in which the measurements were 
not satisfactory) and the other with pulmonary 
hemorrhage. When, in the second case, a liter of 
fluid was introduced into the pleural cavity, the 
patient was considerably relieved, the cough dimin- 
ished, the temperature decreased, and the hemopty- 
sis was controlled. In a case of acute postoperative 
cardiac failure with a systolic blood pressure of 70 
mm. Hg and a diastolic pressure of 30 mm. Hg, 200 
c.cm. of sterile olive oil were introduced into the 
pleural cavity. After this treatment the blood 
pressure promptly returned to 110 mm. Hg systolic 
and 78 mm. Hg diastolic, the Cheyne-Stokes 
respiration ceased, the previously fibrillating heart 
beat became regular, and the general condition 
became markedly improved. ALton OcusNEr, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Keynes, G.: Prevascular Femoral Hernia. Brit. J. 
Surg., 1932, XX, 55. 

Unusual forms of femoral hernia are: (1) the 
external, or Hesselbach, hernia, situated external to 
the deep epigastric artery and associated with an 
inguinal hernia; (2) hernia through Gimbernat’s 
ligament or Laugier’s hernia; (3) pectineal, or Clo- 
quet’s, hernia; (4) retrovascular hernia; and (5) 
prevascular hernia. All of these are rare, and most 
of them are very rare. However, the prevascular 
hernia is probably less uncommon than is generally 
supposed. 

The usual theory of the origin of femoral herni 
attributes the herniation to the presence of a con- 
genital peritoneal diverticulum on the inner side of 
the femoral vein. This diverticulum is supposed to 
be formed by being carried out with the vessels as 
they grow down into the limb bud of the embryo. 
As a rule the diverticulum is shallow, but it is in- 
creased by intra-abdominal pressure in the line of 
least resistance—that is, down the femoral canal and 
into the thigh through the saphenous opening. This 
is the state of affairs in the vast majority of femoral 
hernia, the fundus of the sac being in Scarpa’s tri- 
angle and the neck in the femoral canal. If this 
theory of the origin of femoral herniz is correct, it 
may be supposed that occasionally a much longer 
peritoneal diverticulum is dragged out with the 
growing vessels and, after accompanying the latter 
down the thigh, is to be found within the femoral 
sheath in front of the vessels. The fundus of the 
hernial sac would then be far below the level of the 
saphenous opening and would never tend to emerge 
through it. This would in fact constitute the con- 
dition of prevascular femoral hernia. 

The author reports a case of the congenital type 
and a case of the acquired type of prevascular 
femoral hernia. In the former the fundus is larger 
than the neck of the hernia, and in the latter the 
neck is wider than the fundus. 

Cartes F. DuBors, M.D. 


Reiles: A Case of Chylous Cyst of the Mesentery (A 
propos d’un cas de kyst chyleux du mésentére). 
Bull. Soc. d’obst. et de gynéc. de Par., 1932, xxii, 368. 


Chylous cysts of the mesentery are not common. 
The author reports the case of a woman of forty-two 
years who was admitted to the hospital for menor- 
rhagia, pain, and an abdominal tumor. For a year, 
menstruation had been irregular, recurring at in- 
tervals of from three to six weeks and continuing for 
from eight to ten days. The patient complained of a 
feeling of weight in the abdomen with severe pain 
radiating to the lumbar region which became more 
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severe at night. Palpation revealed a hard, round, 
movable tumor, the size of a fist, in the left subum- 
bilical region. The neoplasm had an irregular sur- 
face and was not painful. The diagnosis rested be- 
tween abdominal and genital tumor. 

Laparotomy disclosed a hard, red, irregular tumor 
the size of two fists, which was surrounded by loops 
of small intestine. The surrounding mesentery was 
infiltrated and thickened as by chronic inflamma 
tion. During its enucleation, the tumor ruptured 
and a white, milky, odorless fluid escaped. The neo- 
plasm proved to be a large, unilocular chylous cyst 
of the mesentery. 

Chylous cysts of the mesentery are rarely multi- 
locular. They may develop in any part of the mesen 
tery or mesocolon, but some surgeons have found 
them most frequently in the region of the ileocecal 
valve. The clinical symptoms are few and the diag 
nosis is difficult. Pain may be mild or severe. Dys- 
pepsia, constipation, and distention may develop. 
{n the obstructive type the symptoms may be due 
to compression of the intestinal loops, occlusion, or 
volvulus. In the author’s case a diagnosis was im 
possible from the clinical findings. 

In the differential diagnosis it is necessary to con 
sider cancer of the intestine, hydatid cyst, encysted 
tuberculous peritonitis, and genital tumors. In the 
cases of children, operation performed for suspected 
mesenteric cyst have frequently disclosed glandular 
mesenteric tuberculosis. 

The course of chylous cysts of the mesentery is 
usually slow and progressive with occasional periods 
of exacerbation due to intracystic spontaneous or 
traumatic hemorrhage, slight attacks of peritonitis, 
or transitory intestinal obstruction. 

Because of the numerous possible complications, 
such as infection, rupture, intestinal occlusion, and 
dyspeptic disturbances which may lead to advanced 
malnutrition, the prognosis is not very favorable. 
Operation is indicated whenever it is possible. The 
operation of choice is enucleation of the cyst. Ditii 
culties may be encountered because of extensive vas- 
cular or intestinal lesions. In the presence of an 
anomaly in the location of the vascular arcs, intes 
tinal infarction may occur with all of its grave con 
sequences. 

Enucleation is indicated when the cyst is single, 
not too large, and fairly free from adhesions. For 
cases of large cysts with extensive adhesions, mar 
supialization or extirpation with resection of the in- 
volved loop of intestine is recommended. This pro- 
cedure may be followed by a fistula persisting for 
from four to five months or by a recurrence, but in 
such case a cure may follow a second operation. Ex- 
tirpation of the cyst with resection of a portion of 
the intestine is a serious operation with a fairly high 
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mortality. It is indicated in cases of extensive ad- 
hesion between the cyst and intestine and in cases 
with multiple adhesions necessitating the sacrifice 
of larger mesenteric vessels. 

The author reviews the moriality of the various 
procedures and discusses the theories as to the patho- 
genesis of the cysts. Klemm and von Rittner con- 
cluded that the cysts represent a true process of 
neoformation. Hintz believes them to be retention 
cysts. In the author’s case, histological examination 
showed the cyst to be due to a degenerative cystic 
process of the lymph glands. Epira S. Moore. 


GASTRO-INTESTINAL TRACT 


Fontaine, R.: A Contribution to the Study of Gas- 
tric Mucus (Contribution 4 l’étude du mucus 
gastrique). Presse méd., Par., 1932, xl, 678. 

In a study of the number of the mucous cells in the 
stomachs of dogs it was found that the fundus con- 
tained approximately 12,000,000 and the pylorus 
1,500,000 cells. 

The use of Mayer’s mucicarmine stain demon- 
strated a heavy layer of mucus which stained deeply 
although the mucous membrane itself stained only 
very lightly. The amount of mucus on the surface of 
the mucosa decreased from the fundus to the pylorus. 
The difference was very marked in the dogs which 
were killed at the time of digestion and hardly 
noticeable in fasting dogs. When Hoyer’s thionine 
stain was used the mucus on the surface stained red 
at the fundus and a definite blue-violet toward the 
pylorus. This change in staining was dependent 
upon the hydrogen-ion concentration of the media. 
When hydrochloric acid was added to the blue- 
staining pyloric mucus, the color immediately be- 
came red, and when the mucus was re-alkalinized the 
color reverted to its original blue. Differences in 
acidity may explain why histologists have found 
such variations in different types of mucus. 

The findings seem to warrant the assumption that 
the fundus is protected against the proteolytic ac- 
tion of the peptic juices better than the pyloric re- 
gion because of its heavier layer of mucus, particu- 
larly as mucus is more readily soluble in the alkaline 
medium found in the pyloric antrum. This would 
explain the greater frequency of ulceration in the 
antropyloric region. The author concludes that 
mucus hinders autodigestion of the stomach by its 
viscosity and other physical characteristics, and is of 
great importance in the physiological and patholog- 
ical processes in the stomach. 

SAMUEL J. FoGEetson, M.D. 


Thompson, H. L.: Resection of the Pylorus—Its 


Effect on the Secretory and Motor Functions of 
the Stomach. California & West. Med., 1932, 
XXXV1, 383. 

The author calls attention to the fact that in draw- 
ing conclusions regarding the normal gastric secre- 
tory response to ingested food it is necessary to bear 
in mind that there are three phases of gastric secre- 
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tion—the cephalic, the gastric, and the intestinal; 
that the quantity of food ingested with its acid-com- 
bining power is of importance; that the acidity is 
affected by the reflux of duodenal contents; that 
there is a difference in response to standard stimula- 
tion not only in different persons but also in the same 
person; and that conclusions based on surgery are 
unsatisfactory for the interpretation of physiology 
because in the use of surgery the existence of organic 
disease of the digestive tract is presupposed. 

To control these variants Thompson performed 
multiple operations (as many as five) on the same 
animal. The physiological effects of each operation 
were determined by fractional gastric analysis after 
the animal recovered and by roentgenological ex- 
amination carried out before and four weeks after 
the operation. 

The study of the physiological effects of resection 
of the pylorus was conducted in three phases. In 
the gastric phase only the gross effect of resection on 
the acidity and movement of the gastric contents 
was noted. The method consisted in the performance 
of multiple graduated resections of the pylorus on 
the same animal. Resection of Grade 1 consisted of 
the removal of the distal 1 cm. of the circumference 
of the pyloric porcion of the stomach, including the 
pyloric sphincter, which should alter the emptying 
time of the stomach and change the acidity of the 
gastric contents by the admixture of duodenal con- 
tents. Further to determine the réle of the pyloric 
antrum two more resections were added and the 
results of the operations compared. In resection of 
Grade 2 the distal half of the pyloric antrum was 
resected, and in resection of Grade 3 the remaining 
half of the antrum with a narrow band of the distal 
portion of the fundus was removed in order to insure 
removal of all of the pyloric mucosa. The continuity 
of the gastro-intestinal tract was usually re-estab 
lished by a Pélya gastrojejunostomy. 

It was found that after resections the acidity of 
the gastric contents subsequent to the ingestion of 
the test meal varied indirectly with the amount of 
pylorus removed. Removal of the pyloric sphincter: 
had practically no effect upon the acidity of the gas 
tric contents. Removal of the distal half of the py 
loric antrum slightly reduced the acidity, whereas 
after removal of the entire pyloric antrum there was 
a marked reduction of the hydrogen-ion concentra 
tion and total acidity, and free acid did not appear 
When histamin was used as a gastric stimulant ther 
was no reduction in the acidity, regardless of th 
amount of stomach resected. In order to investigat« 
this apparent discrepancy further, Pawlow pouches 
were formed in the fundus of the pylorectomize:! 
stomach in five dogs. These showed that althoug] 
the acidity of the mixed gastric contents was low 
free hydrochloric acid being absent, the acidity of th: 
secretion of the fundus pouch was normal, suggest 
ing that the postoperative achlorhydria was mor: 
apparent than real. When a Billroth I or Billroth Ii 
operation was substituted for the Pélya gastroje 
junostomy there was no appreciable change in eithe: 
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the secretory response or the motility. The empty- 
ing time decreased with resection of the pyloric 
sphincter, but further resection had no appreciable 
effect. 

The cephalic phase of this study consisted of bi- 
lateral transthoracic vagotomy which eliminated the 
cephalic effect in three dogs in which the pyloric an- 
trum had been resected. Following this procedure, 
gastric juice with extremely low acid values was 
secreted when food was ingested (no mention is made 
of the effect of histamin on these animals). This ob- 
servation indicates that following resection of the 
pyloric antrum the cephalic phase of secretion is of 
major importance to the secretory activity of the 
remaining fundus. 

When the effect of duodenal reflux was eliminated 
by the substitution of a Roux jejunostomy for the 
Pélya operation in dogs in which the pyloric antrum 
had been resected, only a slight increase in the acid- 
ity of the gastric contents was noted, indicating that 
the duodenal contents which enter the stomach nor- 
mally or after resection of the pylorus possess a 
slight buffer value and neutralizing power. 

SAMUEL J. FoGELson, M.D. 


Rivers, A. B., and Wilbur, D. L.: The Syndromes of 
Gastro-Ileostomy and _ Gastro-Ileac Ulcer. 
Surg., Gynec. & Obst., 1932, liv, 937. 

The general characteristics of the secondary pep- 
tic ulcers which occasionally occur about a gastro- 
jejunal stoma may be duplicated even to certain mi- 
nute histopathological characteristics by lesions de- 
veloping subsequent to the formation of an anasto- 
mosis between the stomach or the jejunum and the 
lower part of the ileum. 

Clinical evidence suggests that the possibility of 
the development of peptic lesions arises whenever 
and wherever any segment of intestinal mucosa is 
exposed to the eroding action of the gastric chyme. 

It appears that a syndrome fairly characteristic of 
gastro-ileostomy can be formulated. If, following an 
operation performed for a gastric lesion, particularly 
a sidetracking operation, the patient begins to have 
lienteric diarrhoea, faecal vomiting, and fwxcal belch- 
ing and loses weight rapidly despite a normal appe- 
tite and the normal ingestion of food, the suspicion 
should arise that an anastomosis has been made 
erroneously between the stomach and the ileum or 
colon, or between the jejunum and the ileum or 
colon. 

If, following a period during which such symp- 
toms have developed, pain is superimposed, and if 
this pain is situated lower than the original pain and 
occurs from thirty minutes to several hours after 
meals, if it is referred downward or to the back, and 
is to any degree relieved by the ingestion of food or 
the administration of an alkali, the presence of a 
gastro-ileac ulcer may well be suspected. 

Gastro-ileostomy in itself may not produce de- 
finite symptoms because in some cases the pylorus 
remains patent and maintains its physiological func- 
tion so that most of the food reaches the duodenum 
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and the small bowel in the normal manner, thus pre- 
venting emaciation, dehydration, and _lienteric 
stools. The more gastric contents leave the organ 
through the stoma the more definite the syndrome 
of gastro-ileostomy will become. 


Vilardell, J., and Llort, M.: Histological Study of 
the Liver by Biopsy in Cholecystitis and Gas- 
troduodenal Ulcer (Estudio histologico del higado 

por biopsia—en las colecistitis y ulcus gastro- 
duodenal). Rev. med. de Barcelona, 1932, ix, 140, 225. 

The existence of liver lesions in cholecystitis with 
or without stones was observed long ago, and sclero- 
sis of the liver near the gall bladder has been con- 
sidered a sign indicative of cholecystitis. Recently, 
studies of the liver have been made not only near the 
gall bladder but also at a distance from it. In 1918, 
Graham extirpated bits of the liver at a distance 
from the gall bladder in all of his operations for 
cholecystitis and found lesions of varying intensity. 
In 1921, in collaboration with Peterman and Priest, 
he studied the liver in experimental cholecystitis and 
demonstrated that liver lesions are always present in 
this condition. The association of liver lesions with 
gall-bladder disease has been confirmed by Judd, 
Moynihan, Heyd, Killian, MacNeal, Koster, Gold- 
zieher, and Collens. In Spain, Ribas y Ribas has also 
studied this problem. 

It has long been known that patients with gall- 
bladder disease are very sensitive to anesthetics, 
and that a considerable number of them die without 
apparent cause. These facts were formerly attrib- 
uted to postoperative insufliciency of the liver, but 
are doubtless explained by liver lesions that existed 
before the operation. A further study of this ques- 
tion will probably cause profound changes in sur- 
gical technique in gall-bladder disease. The liver 
lesions are probably responsible for recurrences after 
cholecystectomy. Many failures in gall-bladder sur- 
gery are due, not to lack of skill of the surgeon or de- 
fective technique, but to the liver lesions which are 
not cured by removal of the gall bladder. In the 
cases of recurrence of symptoms after cholecystec- 
tomy which were studied by the authors the inflam- 
mation found in the liver by biopsy was severe. 
Operation should be performed early when the first 
signs of biliary infection appear; medical and dietetic 
treatment should be given for a long time after the 
operation; gall-bladder drainage and antisepsis 
should be used; and, if possible, drainage of the com- 
mon duct should be established during the operation. 

The authors review seventeen cases of cholecysti- 
tis in which they studied the liver by biopsy before 
operation. They report the clinical and histological 
findings in detail. 

In all of the cases they found interstitial hepatitis 
localized chiefly in the periportal connective tissue. 
The liver lesions did not always parallel the gall- 
bladder disease in severity. There was no apparent 
difference in the liver lesions in cases with and with- 
out stones. In none of the cases did the stones con- 
sist entirely of cholesterin. The co-existence of liver 
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and gall-bladder lesions in all of the cases indicates 
that there must be an etiological relationship be- 
tween the two diseases. The fact that liver lesions in 
cholecystitis may develop into cirrhosis suggests 
that cirrhosis may be of infectious origin. 
Gastroduodenal ulcer is almost always accom- 
panied by liver lesions of an infiltrative parenchyma- 
tous and interstitial type and an increase in the size 
of the periportal spaces. The icterus in duodenal 
ulcer is due to liver lesions if it is not caused by a 
mechanical disturbance (intense perivisceritis) or 
cholecystitis. AuprEy Goss Morecan, M.D. 


Cushing, H.: Peptic Ulcers and the Interbrain. 


Surg., Gynec. & Obst., 1932, lv, 1. 

Cushing reports eleven cases of intracranial dis- 
ease accompanied by lesions of the upper gastro- 
intestinal tract. These included four cases of cere- 
bellar tumor, one case of olfactory groove meningi- 
oma, two cases of malignant hypernephroma with 
marked papilloedema, one case of aneurism of the 
basilar artery, one case of right parietal metastatic 
hypernephroma, one case of median cerebellar me- 
dulloblastoma, and one case of tumor of the third 
ventricle. In the first ten cases death occurred after 
short periods of hyperpyrexia and autopsy was 
probably performed soon enough to preclude the 
possibility of postmortem digestion. The findings 
varied from acute hemorrhagic erosions of the gas- 
tric mucosa and cesophageal or gastric perforation 
to extensive cesophageal or gastric malacia. In a 
case of malignant hypertension with marked papil- 
loedema in which death occurred five days after a 
perforated gastric ulcer had been closed, autopsy 
revealed an extensive gastromalacia. In the case of 
median cerebellar medulloblastoma, which was 
treated by irradiation over a period of two years, 
definite pre-operative evidence of a duodenal ulcer 
was confirmed at autopsy. In the case of tumor of 
the third ventricle, which has responded excellently 
to irradiation, subjective symptoms and roentgen 
findings of duodenal ulcer are present only when the 
cranial lesion is active. 

All of the types of gastro-intestinal disease found 
in these eleven cases were described by Rokitansky 
in articles published in the period from 1841 to 1846. 
Rokitansky stated that the proximate cause may be 
looked for in diseased innervation of the stomach 
due to a morbid condition of the vagus and extreme 
acidification of the gastric juice. This was the first 
definite suggestion that an ulcerative process of the 
upper alimentary tract may be of neurogenic origin. 

Although the teachings of Rokitansky have been 
superseded by the concepts of Virchow, who believed 
that ulcer is essentially a local process, Rokitansky’s 
theory that ulcer has a neurogenic basis has gained 
wider acceptance as our knowledge of the vegetative 
nervous system and its cerebral connections has in- 
creased. 

Further confirmatory evidence may be found in 
the large number of case reports in the literature 
describing cranial lesions associated with disease of 
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the upper part of the gastro-intestinal tract. Sup- 
port for the neurogenic origin of ulcer may be found 
in the work of Schiff who observed that, in dogs and 
rabbits, a unilateral cerebral lesion involving the 
optic thalamus and adjacent cerebral peduncle often 
led to “‘softening” of the stomach and occasionally 
to perforation. These findings were confirmed by 
Brown-Séquard, Elstein, Kellar, and others, but 
whether the secondary peptic lesions are due to para- 
sympathetic (vagal) stimulation or a sympathetic 
paralysis must remain conjectural until more pre- 
cise information is at hand. However, in man, stimu- 
lation of the parasympathetic center by intraven- 
tricular injections of pilocarpin or pituitrin causes an 
increase in gastric motility, hypertonus, and hyper- 
secretion leading to retching and the vomiting of 
vomitus containing occult blood. The same effects, 
associated with observable patches of hyperemia of 
the gastric mucosa, have been found by Beattie to 
follow direct electrical excitation of the tuber cine- 
reum in animals. 

It is probable that under normal conditions the 
parasympathetic apparatus is likewise strongly af- 
fected by cortical or psychic influences. As a result 
there may be a direct stimulation of the tuber or 
its descending fiber tracts, or what theoretically 
amounts to the same thing, a functional release of 
the vagus from paralysis of antagonistic sympa- 
thetic fibers, leading to hypersecretion, hyperchlor- 
hydria, hypermotility, and hypertonicity which are 
especially marked in the pyloric segment. Spas- 
modic contractions of the musculature possibly sup- 
plemented by local spasms of the terminal blood ves- 
sels produce small areas of ischemia or hemorrhagic 
infarction, leaving the overlying mucosa exposed to 
the digestive effects of its own hyperacid juices. 

Thus it is possible to reconcile the neurogenic 
theory of ulcerations sponsored by Rokitansky with 
Virchow’s variously modified theory of a primary 
local cause, whether the lesions are considered as 
simple erosions, acute perforations, autodigestive 
softening, or chronic ulcers and whether they in- 
volve chiefly the cesophagus, the stomach, or the 
duodenum. SAMUEL J. FoGELson, M.D. 


Gilmour, J., and Saint, J. H.: Acute Perforated 
Peptic Ulcer. A Review of Sixty-Four Cases. 
Brit. J. Surg., 1932, xx, 78. 


Sixty-four cases of perforated peptic ulcer op- 
erated upon in the period from 1922 to 1929 were 
reviewed to determine the postoperative fate of the 
patients. Ninety and seven-tenths per cent of the 
ulcers were duodenal, 6.2 per cent were pyloric, and 
3.1 per cent were gastric. In the fifty-one cases in 
which operation was done within twelve hours after 
the perforation there was one death, a mortality of 
0.5 per cent, and in the thirteen cases in which 
operation :was performed more*than twelve hours 
after the perforation there were’twodeaths, a mor- 
tality of 15 per cent. The total mortality was there- 
fore 4.7 per cent. In sixty-three of the cases the 
operative treatment consisted of closure of the per- 
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foration. In one case, gastro-enterostomy was done 
in addition to closure of the perforation. 

Of the forty-eight patients who could be traced, 
four had died. The deaths were due respectively to 
cardiovascular disease, bronchopneumonia, recur- 
rent perforation with fatal peritonitis, and an un- 
known cause. Of the forty-four patients who were 
still alive, seventeen (38.6 per cent) had a satis- 
factory result, eleven (25 per cent) a fair result, and 
sixteen (36.4 per cent) a poor result. By “satisfac- 
tory result” is meant a symptomatic cure. As an 
ulcer may remain silent, absence of symptoms does 
not necessarily mean that it has healed. The 
authors therefore avoid the use of the word “cure.” 

The remote results following simple suture, 
suture plus gastro-enterostomy, and excision and 
pyloroplasty are not so good as those following 
resection. Therefore recurrent ulcers or complica- 
tions should be treated by partial resection rather 
than by conservative measures. 

SAMUEL J. FoGELSON, M.D. 


Pearse, H. E., Jr.: Recurrent Perforation of Peptic 
Ulcers. Ann. Surg., 1932, xcvi, 192. 


Among 4,813 cases of perforated peptic ulcer re- 
ported in the literature there were 33 cases of re- 
current perforation. The incidence of recurrent 
perforation was therefore 0.69 per cent. In the 
cases of recurrent perforation there were 3 deaths, 
a mortality of 9 per cent. However, as these cases 
represent a total of 75 acute perforations, the 
mortality per perforation was 4 per cent. 

It appears that when a patient survives acute 
perforation of an ulcer he is less likely to die from 
subsequent perforations. This may be explained 
by: (1) the presence of adhesions, which limit the 
extravasated material to localized pockets and pre- 
vent its dissemination in the peritoneal cavity, (2) an 
increase in the local immunity of the peritoneum 
resulting from the previous inflammation, or (3) the 
early institution of treatment due to the fact that, 
as a result of his previous experience, the patient 
makes his own diagnosis. 

SAMUEL J. FocEetson, M.D. 


Melnick, P. J.: Metastasizing Leiomyoma of the 
Stomach. Am. J. Cancer, 1932, xvi, 890. 


Benign mesenchymatous tumors of the stomach 
are considered rare. Of the various types described, 
myomata are the most frequent. These tumors 
occur most often in persons just past middle age. 
The duration of their symptoms may extend over 
many years. Hamatemesis or melena followed by 
severe anemia is frequent. A number of patients 
have bled to death. Pyloric obstruction may occur. 
A palpable mass may be present. The gastric 
acidity remains unchanged. Roentgen examination 
of the stomach is of great aid in the diagnosis, espe- 
cially if the tumor is intragastric. In recent years 
some of these tumors have been surgically removed. 

The case reported by the author was that of a 
fifty-year-old laborer with a history of alcoholic 
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excess who entered the Illinois Research Hospital 
July 2, 1931. Three months previous to his admis- 
sion the patient suffered from attacks of dizziness 
and weakness associated with the passage of tarry 
stools. X-ray studies were essentially negative. 
Blood examination revealed a marked anemia, the 
red cell count being only 450,000 per cubic milli- 
meter. 

Three weeks after the first examination the patient 
appeared at the Cook County Hospital, Chicago, 
suffering acutely from anemia. He responded 
rapidly to a blood transfusion and left the hospital 
against advice. He returned to the same hospital 
September 5 and died there six days later. The 
autopsy was performed by Jaffé. 

Besides the findings indicative of marked acute 
anemia, the chief pathological changes were in the 
stomach. At the cardia, on the greater curvature, 
there was a firm, coarsely lobular tumor mass about 
9g cm. in diameter and 5 cm. high arising from the 
gastric wall. Near the center of this mass there 
was a crater-like ulcer 2 cm. wide and 1.5 cm. deep 
which was filled with coagulated blood. In the right 
lobe of the liver there was a metastatic node 2 cm. 
in diameter. On microscopic examination the tumor 
was found to be composed of long fusiform cells 
arranged in bundles which interlaced in various 
directions and were separated by scanty connective 
tissue and scanty blood vessels. The structure of 
the metastatic node in the liver resembled the struc 
ture of the primary tumor of the stomach wall except 
that the’cells were slightly longer. The anatomical 
diagnosis’ was ulcerated leiomyoma of the stomach 
with !metastasis to the liver; severe generalized an 
zmia; eccentric hypertrophy of the heart with fatty 
degeneration of the myocardium; and chronic splenic 
tumor. 

Cases of myoma of the stomach reported in the 
literature are reviewed. Joun W. Nuzvum, M.D. 


Brandao Filho, A., Ribeiro, E., and De Figueiredo, 
M.: The Role of the Duodenal Juice in Gastric 
Surgery (Du réle du suc duodénal en chirurgie 
gastrique). Rev. Sud-Am. de méd. et de chir., 1932, 
iii, 297. 

In all surgical procedures for peptic ulcer Baldy 
reff’s theory of duodenal reflux and its importance 
in reducing gastric acidity must be given considera 
tion. Because of their high buffer capacity it is 
essential for the pancreatic, biliary, and duodenal 
secretions to be readily accessible to the ulcer 
bearing area. Any surgical procedure which pre- 
vents their access to this area is not ideal in the 
treatment of gastroduodenal ulceration. The high 
acid values found in cases of peptic ulcer may be 
due to a decrease in the duodenal reflux (Charles 
and Bolton) which is probably secondary to hyper 
tonicity of the pyloric sphincter. 

Three hundred cubic centimeters of 0.5 per cent 
hydrochloric acid were introduced into the stomachs 
of nineteen subjects. In three normal controls the 
acidity decreased as the stomach emptied, but in 
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ten patients with ulcer at or near the pylorus it 
increased. The increase in the latter confirmed the 
findings of Elman. It was due primarily to inade- 
quate duodenal reflux from pyloric spasm secondary 
to the ulcer. 

To obtain the most satisfactory surgical end- 
results the ulcer-bearing area should be resected, 
pyloric spasm eliminated, and duodenal reflux ren- 
dered possible. These requirements are met by 
partial gastrectomy. SAMUEL J. FoGEetson, M.D. 


Koslin, I. I.: Acute Intestinal Obstruction at the 
Lebanon Hospital. Ann. Surg., 1932, xcv, 821. 


The mortality of acute intestinal obstruction 
varies from approximately 40 to 50 per cent. 

In 185 cases reviewed by the author the average 
mortality was 38.38 per cent. The causes, sex 
incidence, and mortality in these cases are shown in 
the following table: 


Percentage 
Cases Deaths Of total Of total 
‘e- Fe- admis- mor- 
Causes Males males Total Males males _ sions tality 
Herniz . aaa” “48 22 66 10 7 37-5 23.94 
Adhesions ben iI 20 5 4 14.77 12.67 
Malignancy.. 7 3 10 2 2 <4 5.6 
Secondary ileus 4 3 7 4 3 3.97 9.85 
Volvulus. .. 4 5 9 2 2 5.1 5.3 
Mesenteric 
thrombosis. . . 3 4 7 3 4 3.78 9.85 
Anomalies. 2 I 3 I I 1.62 2.81 
Intussusception. 23 II 34 7 4 18.27 15.48 
Foreign bodies. . I 2 3 I I 1.62 2.81 
Miscellaneous. . 7 3 10 6 I 5.38 9.8 
Nonoperative 2 8 10 ° ° 5.4 0.0 


Progressive interference with the return flow of 
the circulation, thrombosis, infarction, oedema, and 
the exudation of a serous or hemorrhagic fluid 
finally render the gut non-viable or gangrenous. 
The toxicity of intestinal obstruction is due to the 
vascular disturbances and the changes dependent 
thereon. 

The diagnosis of intestinal obstruction can be 
greatly facilitated by roentgenographic examination 
and gastric lavage. The importance of the visualiza- 
tion of gas in the small intestine as a sign of intestinal 
obstruction in adults has not received due recog- 
nition. 

Gastric lavage is of aid in the diagnosis especially 
when facilities for roentgen examination are not 
available. The stomach should be washed until the 
return flow is clear and the washing repeated within 
an hour. The presence of high intestinal or fecal 
material in the return flow from the second washing 
is pathognomonic of intestinal obstruction. 

CHARLES F. Du Bots, M.D. 


Ullman, A., and Abeshouse, B. S.: Lymphosarcoma 
of the Small and Large Intestines. Ann. Surg., 
1932, xcv, 878. 

Ullman and Abeshouse report a case of lympho- 
sarcoma of the ileum. The tumor was unexpectedly 
encountered during the course of an operation for 
the removal of an appendix pre-operatively con- 
sidered to be subacutely inflamed. The neoplasm 
was annular and formed a constricting ring on the 


terminal ileum about 12 cm. from the ileocecal 
valve. In the adjacent mesentery there were 2 
abscesses. The tumor mass was resected and the 
abscesses were drained. The immediate postopera- 
tive course was uneventful, but the patient died six 
months later of recurrence of the growth. 

From a study of the clinical and pathological data 
in 125 collected cases and the case reported in this 
article, the authors draw the following conclusions: 

1. Lymphosarcoma occurs in the small intestine 
twice as frequently as in the large intestine. Its 
most common site is the ileum. 

2. The tumor occurs most frequently in the first, 
third, and fourth decades of life. 

3. The disease is not accompanied by a char- 
acteristic clinical syndrome. The usual outstanding 
symptoms are those of obstruction. 

4. An annular growth is the most common form. 
It begins in the lymphoid tissue of the submucosa 
and spreads laterally through the coats of the intes- 
tine. 

5. Lymphosarcoma of the intestines is nearly 
always accompanied by metastases. 

6. Prompt radical surgery offers most from the 
standpoint of curative treatment. 

7. Irradiation should be used to prevent recur- 
rences and metastases in operable cases and to con- 
trol the growth of the tumor and prolong life in 
inoperable cases. Ear GarsipE, M.D. 


Morton, J. J.: The Treatment of Ileus. Ann. Surg., 
1932, xcv, 856. 

The high mortality of acute intestinal obstruction 
has stimulated intensive experimental researches 
during the last thirty years. One of the most impor- 
tant advances is the recognition of at least three dis- 
tinct types of dynamic obstruction: (1) simple oc- 
clusion without damage to the blood supply or the 
tissues, (2) strangulation with rapid necrosis, and 
(3) combinations of these two states. 

The existence of toxemia in simple high obstruc- 
tion has long been debated. Evidence seems to be 
increasing that toxemia has little part in the pic- 
ture. Loss of fluids and salts results from constant 
vomiting, and death appears to be due to dehydra- 
tion, demineralization, and starvation. In animals 
with simple high obstruction and those with a high 
complete fistula the clinical picture, chemical 
changes in the blood, and length of survival are 
strikingly similar. It is generally believed today 
that death in cases of intestinal obstruction is not 
due to a specific toxin in the fluid in the obstructed 
gut. There are many toxins in the products of nor- 
mal digestion and putrefaction which may be 
effective. 

The pathway of absorption of toxins is indefinite, 
but many investigators agree that absorption occurs 
only through the injured mucosa. The importance 
of increased intra-intestinal pressure is being recog- 
nized. This leads to stasis, ischemia, and focal nec- 
rosis exposing the vascular bed to the absorption of 
toxins. The vascular bed of the peritoneum also 
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readily absorbs toxins of high molecular structure. 
When distention is prevented, toxemia usually does 
not occur and the non-protein nitrogen of the blood 
remains normal. Emptying a distended loop of toxic 
material by even the slightest manipulation causes 
damage to the mucosa, hemorrhage, and the absorp- 
tion of toxins. Experimentation on animals and 
clinical evidence show that stripping of the bowel to 
empty it of toxic material causes a marked fall in the 
blood pressure resulting in death or followed by very 
slow recovery. 

In simple obstruction, dehydration, and alkalosis 
are due to loss of water and acid in vomiting. Blood 
tests show a progressive diminution in the chlorides, 
a rise in the non-protein nitrogen, and a high carbon- 
dioxide combining power. In early simple high ob- 
struction the attempt must be made to maintain the 
normal sodium chloride level of the blood and relieve 
the obstruction. 

In strangulation, the chief problem is presented by 
toxemia. The segment giving rise to the toxemia 
must be removed as rapidly as possible. The attempt 
should be made to get the strangulated segment out- 
side of the peritoneal cavity and restore the normal 
intestinal current quickly. 

Long-continued undrained obstruction consti- 
tutes a type of ileus which combines the features of 
both simple and strangulation obstruction. It is 
characterized by secretion, distention, capillary en- 
gorgement, focal necrosis, and gangrene with ulti- 
mate rupture of the viscus and fatal peritonitis. 
Toxemia develops rapidly, but dehydration and 
alkalosis are prominent features. The treatment in- 
dicated is the administration of sodium chloride and 
water and removal of the obstruction with minimal 
manipulation. 

The author reviews 106 clinical cases of all types 
of ileus which were operated upon by 14 surgeons. 
In this series there were 30 deaths, a mortality of 
28.5 per cent. In 17 of the fatal cases the condition 
was too advanced for any treatment. In 7 cases of 
simple obstruction there were 2 deaths, a mortality 
of 28.5 per cent; in 22 cases of complete strangula- 
tion, 11 deaths, a mortality of 50 per cent; in 2 cases 
of partial strangulation, no deaths; and in 74 cases 
of combined obstruction and strangulation, 17 
deaths, a mortality of 22.9 per cent. 

WILLARD J. Kiser, M.D. 


Schlachetzki, H.: The Clinical Picture of Cancer of 
the Small Intestine (Zum Krankheitsbild des 
Duenndarmkrebses). Beitr. s. klin. Chir., 1931, cliv, 
156. 

The author states that he was able to find only 
eighty-eight cases of cancer of the small bowel in 
the literature and in several of these the tumor 
belonged to the group of carcinoids which are clin- 
ically and histologically distinguishable from car- 
cinoma (Oberndorfer). He reports a case of cancer 
of the small bowel in a man thirty-seven years of 
age who had an attack of dysentery during the war 
and for a year and a half thereafter suffered from 
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colics in the lower part of the abdomen on the right 
side which were suggestive of ileus. On the patients’ 
entrance to the hospital he presented the picture of 
acute ileus. Operation was performed on the as- 
sumption that the condition was due to an obstruc- 
tive band resulting from the dysentery. It revealed 
at the oral end of a loop of small intestine 30 cm. 
long a rung-like constricting, egg-shaped tumor 
which was adherent to the distal bowel. Resection 
of the loop was followed by side-to-side anastomosis. 
The patient died seven hours later. Autopsy dis- 
closed extensive adhesions between the colon, 
omentum, and peritoneum and the presence of 
bronchopneumonic foci. The tumor was found to 
be an adenocarcinoma. 

Most obstructing carcinomata of the small bowel 
are situated in the upper jejunum or the lower 
ileum. 

The author concludes from his case that in acute 
ileus it may be advisable to perform less radical 
surgery than resection, and that the development of 
carcinoma of the small bowel may be favored by 
chronic inflammatory processes. Kempr (Z). 


Walters, W.: The Choice of Surgical Procedures for 
Duodenal Ulcer. Ann. Surg., 1932, xcvi, 258. 


Portions of the stomach a’nd duodenum resected 
for duodenal ulceration in some of the German sur- 
gical clinics are contrasted with portions removed at 
the Mayo Clinic. In the lesions removed at the 
German surgical clinics marked associated gastritis 
was found. These gastric lesions are for the most 
part ulcerative in type and are confined to the 
antrum of the stomach. They may be associated or 
not with hemorrhagic gastritis and hypertrophy or 
atrophy of the mucous membrane. Konjetzny has 
found gastritis to be an accompaniment of duodenal 
ulcer in practically all such resected specimens. Ina 
study of the antrum of the stomach in cases of duo- 
denal ulcer in which operation was performed at the 
Mayo Clinic associated gastritis was found very 
infrequently. 

It is evident, therefore, that the lesions in Ger- 
many and the United States differ not only patho- 
logically but also biologically. Hence the surgical 
procedures indicated in one group of cases may not 
be indicated in the other. It is probable that the 
gastritis associated with duodenal ulcer in Germany 
accounts for the higher incidence of recurrence of 
ulceration following the conservative operations of 
gastro-enterostomy and pyloroplasty in that country 
in contrast to the low incidence of such recurrence in 
the United States. It seems possible that the devel- 
opment of recurring ulcer in the few cases (approxi- 
mately 2.5 per cent) in which it is seen after gastro- 
enterostomy and pyloroplasty in the United States 
may be explained by associated inflammatory 
changes in the stomach in those cases. This small 
incidence of recurrence might be prevented if such 
cases were distinguished from those in which no 
ulcerative gastritis co-exists. In two of the cases at 
the Mayo Clinic associated ulcerating lesions of the 
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stomach were known to be present. In one case 
they were demonstrated roentgenologically and in 
the other there was palpable evidence of thickening 
and congestion in the lower end of the stomach. In 
support of the theory that pathological lesions vary 
in different geographical regions, attention is 
directed to the variability in the incidence of toxic 
goiter, urinary calculi, and postoperative pulmonary 
emboli in different parts of the world. 


Shiflett, E. L.: Tumors of the Duodenum and 
Hypertrophied Gastric Mucosa Prolapsing 
Through the Pyloric Canal into the Duode- 
num. Case Reports, with a Review of the Lit- 
erature. Radiology, 1932, xix, 79. 

Tumors of the duodenum and prolapsing tumors 
of the stomach are rare. Thirty-two cases of benign 
tumor and four cases of sarcoma of the duodenum 
have been reported in the literature. The symptoms 
of duodenal tumor are not characteristic. They 
include pain, vomiting, and indigestion. Those of 
sarcoma consist frequently of colicky pain, copious 
vomiting, and a palpable tumor mass. Loss of 
weight, anemia, and cachexia occur later. 

Hypertrophied gastric mucosa with polyp forma- 
tion is not so clearly understood. It is apparently 
the end-result of infection in the gastric wall. A 
polyp of this type may become pedunculated and 
pass beyond the pylorus, or a portion of the hyper- 
trophied gastric mucosa forced by peristalsis may 
prolapse into the lumen of the duodenum. The ball- 
valve action may produce intermittent symptoms. 
If there is an associated ulcer, hematemesis will 
occur and blood will appear in the stools. 

In cases of duodenal tumor, X-ray examination is 
important. It reveals hypermotility of the stomach 
and a central radiolucent filling defect with no 
deformity of the contour of the bulb. As a rule 
gastric residue is not seen. It is generally impossible 
to difierentiate the type of duodenal tumor present. 
In cases of prolapsing gastric tumor the ultimate 
defect will depend upon the length of the pedicle of 
the neoplasm. If the tumor returns to the stomach 
the filling defect will be in the stomach at one exami- 
nation and in the duodenum at another. Prolapsing 
hypertrophied gastric mucosa may present a filling 
defect in the antrum as well as in the bulb. In these 
cases there is a six-hour residue, the size of which 
depends upon the amount of obstruction. 

WILLIAM J. Pickett, M.D. 


Tixier, L., and Clavel, C. H.: Emergency Jejunos- 
tomy for Severe Gastric Hemorrhage (La jéju- 
nostomie d’urgence dans certaines gastrorragies trés 
graves). Arch. franco-belges de chir., 1931-1932, 
XXXili, 218. 


An emergency jejunostomy may be a life-saving 
procedure. It is indicated in cryptogenic hemor- 


rhage occurring without ulcer which may be sec- 
ondary to disease of the spleen or liver; in cases of 
postoperative hemorrhage which continues despite 
surgery on the stomach or duodenum; in cases of 
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hemorrhage in young persons which, despite medi- 
cal treatment and blood transfusion, has continued 
until the blood pressure is about 90/70, the hamo- 
globin 30 per cent, and the red cell count 1,000,000; 
and in cases in which, because of the anatomical 
findings at operation and the exsanguinated condi- 
tion of the patient, it is either impossible or in- 
advisable to attack the ulcer directly. The jejunos- 
tomy may be performed under local anesthesia 
with practically no operative shock, and has the 
advantage that the patient may be fed immediately 
afterward. SAMUEL J. Focretson, M.D. 


Févre and Folliasson: Complete Megacolon in a 
Child of Four Years. Repeated Attacks of In- 
testinal Obstruction. Formation of a Right 
Iliac Anus Followed by Resection of the Ilio- 
pelvic Colon. Recovery (Mégacélon total chez un 
enfant de quatre ans. Crises d’obstruction intesti- 
nale répétées. Anus iliaque droit suivi de résection 
du célon iléo-pelvien. Guérison). Bull. et mém. Soc. 
nat. de chir., 1932, Iviii, 855. 

The case reported was that of a boy four and a half 
years old who entered the hospital February 2, 1930, 
with the diagnosis of acute intestinal obstruction. 
The child had had intestinal disturbances since birth. 
The meconium was not expelled until the third day, 
and intestinal evacuations were very difficult. The 
first attack of obstruction, which occurred at the age 
of seven months, yielded spontaneously. 

On examination, the abdomen was found to be 
distended and the base of the thorax widened. Peri- 
staltic waves could be seen under the abdominal wall. 
By percussion it was possible to make out zones of 
tympany and zones of dullness. Numerous fecalo- 
mata could be palpated. The ampulla was empty. 
In its upper part there seemed to be an abnormally 
developed valve of mucosa. When Févre turned this 
around with his finger he provoked an abundant 
elimination of feces and gas which was followed by 
immediate relief. 

Roentgen examination showed an enormous ac- 
cumulation of gas which masked the hepatic and car- 
diac shadows. A barium enema revealed megarec- 
tum and an enormous dilatation of the left and right 
colon. 

The first operation, a right iliac colostomy on the 
ascending colon, was performed February 7, 1930. 
After this procedure the signs of obstruction dis- 
appeared, but voluminous fecalomata persisted in 
the hypogastrium and the left iliac fossa. On Febru- 
ary 24, the anus was dilated and an effort made to 
resect the valve felt on palpation. No valve was 
found, but the fecal mass pushed before it the pro- 
lapsed rectosigmoidal mucosa. On February 209, 
roentgen examination showed the colon to be con- 
siderably reduced in size, but disclosed a marked 
sigmoid dolichocolon, the sigmoid loop going up 
quite high in front of the descending colon. Gradu- 
ally the feecaloma was again produced in the sigmoid 
loop. 

At the third operation, which was performed July 
15, 1930, having been delayed by measles, the 




















ascending, transverse, and descending colons were 
found to be normal in appearance and caliber. A 
voluminous fecaloma occupied the sigmoid loop and 
the high rectum. The intestinal walls were infil- 
trated and the mesentery was thickened, cedema- 
tous, and full of glandular masses. The loop was 
resected and the continuity of the intestine restored 
by end-to-end suture. 

The left iliac anus was closed on October 31 and 
the right iliac anus on December 9 by the intraperi- 
toneal procedure. On December 12 the intestine 
functioned normally. 

The authors distinguish three types of megacolon: 

1. Complete megacolon without dolichocolon. 
This is rare, if it occurs at all. 

2. Complete megacolon with dolichocolon, gen- 
erally of the sigmoid, of which the case reported in 
this article was an example. 

3. Segmental megacolon, most frequently occur- 
ring in the sigmoid. This is the most common form. 

For cases of the first type, Févre and Folliasson 
advocate a right iliac colostomy. In those of the 
second type they supplement a right iliac colostomy 
by resection of the sigmoid loop. They prefer im- 
mediate resection followed by partial suture by Volk- 
mann’s method and secondary closure of the intes- 
tinal fistula. They believe that forced anal and val- 
vular dilatation is insufficient. In cases of the third 
type the only efficacious treatment is resection of the 
sigmoid loop, preferably in two stages. 

Oxtnczyc, who read this report to the Society, 
stated that he had observed true rectosigmoid mega- 
colon complicated by secondary megacolon of the 
rest of the large intestine. He believes this is fre- 
quent, if not the rule. He agreed with Févre and 
Folliasson regarding the treatment. PACE. 


Kadrnka, S., and Sarasin, R.: A Rapid Method for 
Roentgenological Exploration of the Appendix 
(Un procédé rapide d’exploration radiologique de 
Vappendice). Presse méd., Par., 1932, xl, go. 

In the X-ray study of the gastro-intestinal tract 
in the cases of 1,000 patients, the authors found the 
appendix visible in 349 (34.9 per cent). 

The technique described by them has been used 
since 1920 and is especially adapted for examination 
of the cecum and appendix. 

A purge of castor oil is given unless contra- 
indicated, and the large bowel emptied by a simple 
cleansing enema. The time for the administration 
of the castor oil is so chosen that the kinetic action 
on the proximal large bowel will not be exhausted 
when the opaque enema is administered. If it is 
desired to show the details of the cecal mucosa, 
barium or umbrathor enemas are used; otherwise, 
the base of the enema is colloidal thorium. The 
cleansing enema is given one hour before the ad- 
ministration of the opaque enema. 

In the first stage of the examination the opaque 
enema is administered to the patient in the Tren- 
delenburg position. Overdistention is avoided by 
radioscopic control as it would render the cecum 
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incapable of contracting strongly and thereby se- 
riously interfere with filling of the appendix. The 
cecum is completely filled by palpation. Occasion- 
ally the appendix becomes visible in the first stage 
of the examination, but as a rule it does not. 

In the second stage of the examination the opaque 
enema is evacuated by natural efforts. This is the 
stage in which the appendix usually becomes visible 
as it fills during the efforts at evacuation or, being 
already filled but obscured by the large bowel, it 
becomes visible when the enema is evacuated. The 
point of pain in the region of the cecum and appen- 
dix may be definitely localized by palpation under 
the screen. The mobility of the ileocecal region may 
also be determined. 

In the third stage of the examination the bowel 
is insufflated with air under radioscopic control with 
the patient in left lateral decubitus. The appendix 
and ileoceca! region become visible and adhesions 
are quite clearly demonstrated. Often the appendix 
fills in this stage when it has been poorly filled in 
the preceeding stages. 

This procedure was used in the cases of go patients 
with ileocecal complaints. The appendix was visible 
in 66 (73.3 per cent). Of the 24 cases in which it 
was visible, operation was performed in 16. It 
revealed fibrosis, periappendicitis, recurrent appen- 
dicitis, phlegmonous appendicitis, or periappendicu- 
lar abscess in 9, chronic appendicitis in 1, oblitera- 
tion of the lumen of the appendix in 3, fwcal stasis 
in 2, and a fecolith in 1. James B. Mason, M.D. 


Muller, G. P.: The Mortality of Acute Appendi- 
citis. New England J. Med., 1932, ccvii, 355. 

In discussing the mortality of acute appendicitis 
Muller calls attention to the fact that the Metro- 
politan Life Insurance Company has noted an 
increase in the incidence and death rate of the con- 
dition. He considers early diagnosis and prompt 
operation to be the most important factors in their 
reduction. The age of the patient, the duration of 
the disease, the influence of laxatives, and the sur- 
gical technique invariably affect the mortality of 
operation. In 585 cases of acute appendicitis the 
mortality was 2.2 per cent, but in the cases of 
patients under ten years of age it was 3.3 per cent 
and in those of patients over fifty years of age it was 
6.9 per cent. According to Bower, the mortality is 
in direct proportion to the duration of the disease. 
In Muller’s series of cases there were no deaths 
among the patients who had not taken a laxative. 
In the cases with peritonitis and abscess the ratio of 
patients who had taken a laxative to those who had 
not was 5:1, whereas in the cases of simple acute 
appendicitis this ratio was 2:1. The predominant 
factor in the mortality was diffuse peritonitis. 

Muller believes that every case of acute appendi- 
citis should be operated upon at once if the general 
condition demands it. As a rule he operates under 
gas anesthesia with local infiltration. Almost with- 
out exception he uses the McBurney incision. In 
cases of abscess he employs drains and frequently he 











536 


aspirates. In cases of diffuse peritonitis he always 
removes the appendix. He states that drainage may 
be considered to have only a local importance. It is 
usually not necessary for simple turbid fluid, and is 
never necessary in the presence of an acute condition 
of the appendix, even if the appendix is gangrenous, 
if there is no spreading infection. Muller never 
removes a tube at the end of five days. After opera- 
tion his patients are given an abundance of water by 
one of the usual methods. Morphine is administered 
liberally. Purgatives are never administered until 
at least a week after the operation and are never 
given while drains are in place. When covered gauze 
drains are used they are removed about the fifth day 
and the next day gentle irrigation and gradual short- 
ening of the tubes are begun. The wound is douched 
liberally with one of the newer antiseptics. 
ELIZABETH CRANSTON, 


Godard, H., and Palios, C.: Intestinal Occlusion in 
Appendicitis. Primary Occlusions. Postopera- 
tive Occlusions. Causes and Treatment (L’oc- 
clusion intestinale dans l’appendicite. Les occlusions 
primitives. Les occlusions post-opératoires. Essai 
sur les causes et le traitement). Arch. franco-belges 
de chir., 1931-1932, XXxiii, 229. 

From the clinical point of view, primary intestinal 
occlusions may be divided into the following groups: 
(1) ileus contemporaneous with the attack, (2) ileus 
occurring months or years after the attack, and (3) 
ileus occurring in the course of appendicular abscess. 

Appendicitis of the occlusive form from the begin- 
ning is characterized by association of the syndrome 
of occlusion with signs of peritoneal infection, con- 
tracture, fever, and leucocytosis. The occlusion is 
predominant in the clinical picture. The iliac signs 
on the right side are often slight and sometimes are 
masked by the crises of intestinal peristaltism, the 
most striking manifestation of which is subparietal 
creeping of the intestinal loops. The latter sign is 
most important, but in some cases of acute appendi- 
citis with associated paralytic ileus it may be absent. 

The lesions observed in the course of operation in 
cases of primary intestinal occlusion vary widely. 
They include knots around the small intestine and 
adhesions to the ileum. Pelvic appendicitis is per- 
haps frequently the cause of primary occlusions be- 
cause of adhesions to the tube, the ovary, or the sig- 
moid loop. The authors include with occlusions in 
appendicitis those observed in acute diverticulitis. 

Different varieties of retrocecal, mesocceliac, and 
pelvic abscesses may give rise to mechanical occlu- 
sions. Pelvic abscesses are responsible most fre- 
quently. As soon as the abscess is evacuated, recov- 
ery usually occurs without incident. 

Late occlusions may be preceded by dyspeptic dis- 
turbances or intermittent painful crises, but as a rule 
they occur suddenly and the cause is a band which 
binds the ileum or forms an inextensible orifice in 
which a loop of intestine is strangled. 

At operation it is necessary to bear in mind the 
possibility of multiple bands and the importance of 
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exploring the terminal portion of the small intestine 
over a considerable extent and noting the changes in 
caliber of the small intestine. 

In early postoperative occlusions the chief cause is 
fibrinous adhesions. The formation of such adhesions 
is favored by ordinary drains, tents, and Mikulicz 
drains, contact of the intestine with skin which has 
been painted with iodine or with very rough opera- 
tive fields, prolonged exposure of the intestine to air, 
and etherization of the peritoneum. 

Among the substances used in medical treatment 
are peristaltine, nicotine, atropin, preserved bile, 
acetyl choline, hypophysis, and phenolphthalein. 
Spinal anesthesia also has a stimulating action on 
intestinal contractility. 

When the patient is still in good condition the in- 
duction of spinal anesthesia seems to be the ideal 
method to render the abdomen quiet. In early 
occlusions following operation for acute appendicitis 
the Jalaguier incision is satisfactory because of the 
ease with which it can be extended upward or down- 
ward. In occlusions of convalescence and late occlu- 
sions it is preferable to use the technique generally 
employed in all occlusions seen at the beginning, i.e., 
to make a direct search for the obstruction through 
a median laparotomy incision. Nélaton’s primary 
enterostomy has been almost completely abandoned. 

Secondary enterostomy may render great service 
when the intestine remains distended after removal 
of the obstruction. Fistulization should be done 
only when absolutely necessary. In some cases of 
extensive adhesions which cannot be liberated, in- 
ternal derivation by entero-anastomosis has been 
done with success. High jejunostomy has proved 
successful when other treatment would probably 
have failed. Lymphaticostomy has been recom- 
mended by some surgeons and has been the subject 
of clinical and experimental research. However, it 
seems that drainage of the thoracic canal in the left 
cervical region has not come up to expectations. 

PACE. 


Martin, E. G.: Prolapse of the Rectum: Its Re- 
classification and Surgical Treatment. J. Am. 
M. Ass., 1932, xcix, 368. 


The author reclassifies prolapse of the rectum as 
follows: 

1. First degree. Internal or “concealed” pro- 
lapse. Invagination of the (sigmoid) pelvic colon 
into the rectum. Ptoses of the pelvic colon. 

2. Second degree. Protrusion of the rectum 
through the anus. Perianal sulcus present. Anus 
not involved. 

3. Third degree. Prolapse of colon, rectum, and 
anus. No perianal sulcus. Complete anorectal pro- 
lapse. Procidentia. 

4. Partial or mucous prolapse. Commonly seen 
in children. 

The pelvic colon may extend into the rectum and 
complete procidentia may occur only when the mes- 
enteric attachments of the sigmoid become loosened 
and elongated. Prolapse of the first degree may be 
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present for years before the involvement of the pel- 
vic muscles allows prolapse of the second degree. 
The predisposing cause of prolapse is a congenitally 
long mesocolon with abnormal mobility of the fixed 
areas. The precipitating causes include such condi- 
tions as stricture, neoplasms, colitis, proctitis, ham- 
orrhoids, impairment of the sphincter, wasting dis- 
eases, and polypi. 

Prolapse of the first degree can be diagnosed only 
by proctoscopic examination with visualization of 
the portion of bowel inverted into the rectum. Per- 
sons with this condition usually complain of pain in 
the back, which is aggravated by cathartics, and of 
constipation. 

The mucous or partial collapse occurring in chil- 
dren tends to correct itself because the child’s colon, 
which normally is disproportionately long, becomes 
relatively shorter as the child grows. 

The primary treatment of rectal prolapse consists 
in elevating the colon until the rectum is taut and 
then fixing it in position. This is done through a left 
rectus incision extending from the pubes to the um- 
bilicus. The colon is usually fixed to the psoas minor. 
An incision is made through the retroperitoneum to 
expose the fascia of the muscle. Interrupted sutures 
of chromicized catgut are made through the longitu- 
dinal band of the colon. All of the sutures are intro- 
duced before any of them are tied. Only exception- 
ally is it necessary to use an adjunct procedure such 
as plastic anal repair or posterior colporrhaphy. 

ALTON OCHSNER, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Lahey, F. H.: The Present Management of Biliary 
Tract Disease. Surg. Clin. North Am., 1932, xii, 
549. 

Most of the mistakes in cases of gall-bladder dis- 
ease are made as the result of procrastination. The 
mortality of gall stones is in reality the mortality of 
a liver condition. The tendency of surgeons has been 
to wait for repeated gall-stone colics before operat- 
ing. Therefore biliary surgery is performed upon 
end-stage pathological changes. The author believes 
that the diagnosis should be based on less sympto- 
matic evidence than is generally regarded as neces- 
sary at the present time. Cholecystitis as well as 
gall stones is frequently manifested atypically. Pa- 
tients with digestive symptoms without typical gall- 
stone colic should not be told that surgery is not 
indicated. 

Even when gall stones do not produce urgent 
symptoms they should be removed when they are 
discovered, as surgery later in life may be unduly 
hazardous. 

The Graham test has proved a valuable procedure, 
but is subject to error, particularly in the presence of 
an acute duodenal ulcer, colitis, and pregnancy. If 
the test is uncertain when it is made by mouth it 
should be repeated intravenously unless the patient 


has a serious heart lesion or jaundice or is in poor 
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condition. A subacute cholecystitis may be rendered 
acute by the intravenous injection of the dye. 

Duodenal drainage is a diagnostic procedure of 
value. When bile pigment and cholesterol crystals 
are both present, stones will be found in over 95 per 
cent of the cases. Positive findings are of great value, 
but negative findings do not exclude stones. 

Operation may be delayed longer in acute chole- 
cystitis than in acute appendicitis as the gall bladder 
is easily walled off by adjacent structures and gen- 
eral peritonitis follows gall-bladder perforation only 
infrequently. Therefore if the temperature tends to 
fall, the tenderness tends to become localized, the 
spasm tends to disappear, and the general reaction 
continues favorable, immediate surgery is not neces 
sary, but if after two, three, or four days the clinical 
signs increase, preliminary drainage should be done 
and cholecystectomy should be performed about two 
months later. 

Stones may occur in the common duct without 
definite evidence of their presence. Previous to 1926, 
the author encountered stones in the common duct 
in only 8 per cent of his operative cases, whereas to 
day he finds them in 19 per cent. The increase is due 
to the fact that as it is now known that stones may 
be non-palpable and may occur in the absence of 
jaundice and even in the absence of thickening and 
dilatation of the common duct, the common duct is 
now explored in 38 per cent of cases in which an 
operation is performed for gall stones. It is extremely 
important to remove all stones from the common 
duct at the first operation as the mortality in cases 
re-operated upon is to per cent whereas the mor 
tality of primary cholecystectomy with exploration 
of the common duct is only 2.2 per cent. 

Choledochotomy is performed by the author in 
the cases of all patients who have been jaundiced, or 
have a contracted and thickened gall bladder, a di 
lated common duct, or a thickened head of the pan- 
creas, and those in whom the cystic duct is wide and 
patent although the gall-bladder stones are small. 

In cases of painless jaundice Courvoisier’s law has 
been of value. This law is not infrequently wrong, 
but if the gall bladder is relatively normal and the 
cystic duct is patent, gradual progressive narrowing 
of the duct will produce obstruction and a positive 
Courvoisier sign, i.e., a palpable gall bladder. If, in 
addition, the stools continue to be acholic and the 
painless jaundice increases, cholecystenterostomy is 
warranted. 

Catarrhal jaundice is essentially an infectious 
jaundice involving the liver cells. Therefore, even 
when it has been present for only a few weeks, sur- 
gical intervention can be of little aid. 

A jaundiced patient should be carefully prepared 
for operation by a diet with a high carbohydrate 
content and by the administration of large amounts 
of fluids, salt, and glucose solutions. Calcium is 
rarely used pre-operatively. Patients with an ab 
normal sedimentation rate are given transfusions of 
whole blocd. Asa rule spinal anesthesia is the anws 
thesia of choice if it is induced by an experienced 
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anesthetist. However, it should never be used for 
patients who are poor risks, elderly patients, or pa- 
tients in shock. For the latter, regional anexsthesia 
and ethylene are preferable. 

STANLEY H. MENTZER, M.D. 


Bucalossi, P.: A Congenital Solitary Adenoma of 
the Liver (L’adenoma solitario congenito del fe- 
gato). Arch. ital. di chir., 1932, xxxi, 441. 

Solitary adenomata of the liver were first de- 
scribed by Rokitansky in 1859. Since then, they 
have been found frequently both in adults and in 
young persons. The author’s case was that of a 
woman of thirty-four years who complained of a 
swelling the size of a small orange at the level of the 
right iliac fossa, which had progressively grown 
larger. Palpation revealed a hard, round body with 
a smooth surface situated a few centimeters below 
the costal margin and extending obliquely toward 
the median line. The findings of all laboratory ex- 
aminations were relatively normal. Roentgen ex- 
amination showed the stomach displaced toward the 
left. The tumor was not opaque to the X-rays. Its 
presence was revealed only by the displacement of 
other organs. The location of the neoplasm was dif- 
ficult to determine, and in the differential diagnosis 
it was necessary to consider the possible presence of 
a tumor of the liver, a retroperitoneal tumor, and a 
tumor of the right pararenal tissue. 

Operation revealed a violet-colored neoplasm the 
size of a fetal head at term, which was attached to 
the lower surface of the liver by a slender pedicle. 
The liver was normal in appearance and consistency. 
The tumor was eventrated and removed. Except for 
a toxic delirium, recovery was uneventful. The pa- 
tient is now in good condition. 

The neoplasm was examined histologically with 
the use of a number of stains. The capsule consisted 
of two layers, in both of which the cells were ar- 
ranged concentrically with the margin of the tumor. 
About the blood vessels, which were few, there was 
very little cellular infiltration. Only traces of bile 
capillaries and hepatic cells could be found. The he- 
patic lobules were very primitive and incomplete, 
and were distinct only in certain zones. Some of the 
cells were polyhedral and others were cubical. The 
cytoplasm was transparent and often finely granular. 
The nuclei were sometimes central and sometimes 
eccentric. They were non-hyperchromatic, large, 
clear, and vacuolar. Not infrequently there were two 
nuclei in one cell. Here and there were much larger 
cells which were slightly hyperchromatic and pre- 
sented fine vacuoles and brownish-yellow pigment 
granules. A considerable number of cells containing 
small fat droplets were seen. The vascular connec- 
tive tissue stroma was represented by numerous con- 
nective tissue fibrils and fibroblasts. 

This type of tumor may arise spontaneously from 
any point in the liver. It may or may not be pedun- 
culated. Its size, shape, and external appearance are 
very variable. It is usually hard, but sometimes may 
be somewhat fluctuant because of cystic degenera- 
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tion. The cut surface is usually a deep reddish- 
brown in certain zones and a brownish-yellow to 
dark green in others. The differences of appearance 
depend upon the degree of degeneration. The tumor 
is usually encapsulated and therefore benign. In 
most cases enucleation is possible. In the rare in- 
stances in which the tumor is adherent to the peri- 
toneum or some other organ it may undergo malig- 
nant change. The authors apply the term “solitary” 
to this neoplasm to indicate that there is total ab- 
sence of associated hepatic lesions. 

The diagnosis offers some difficulty, but can usu- 
ally be made from the position of the tumor and by 
the use of clinical tests. 

As a rule the prognosis is favorable. Because of 
the functional disturbances and the possibility of 
malignant change, the tumor should be removed. 

A. E. Tart, M.D. 


Rabinowitch, I. M.: On the Mortality Resulting 
from Surgical Treatment of Chronic Gall- 
Bladder Disease in Diabetes Mellitus. Amn. 
Surg., 1932, XCvi, 70. 

The incidence of chronic gall-bladder disease in 
adults in the diabetic clinic of the Montreal General 
Hospital was found to be about 25 per cent. With 
the introduction of newer and more exact methods 
of clinical examination the recognized incidence of 
gall-bladder disease in general is increasing, but the 
difference in the incidence of the condition in dia- 
betic and non-diabetic persons is still marked. 

When diabetes and disease of the gall bladder are 
found associated, the diabetes is generally attrib- 
uted to pancreatitis caused by biliary infection. 

Surgical treatment is now recommended for 
chronic infections of the gall bladder not only to 
control active diabetes, but also to prevent the 
development of diabetes. The results of such treat- 
ment are encouraging as in most cases the carbo- 
hydrate tolerance is improved. 

The author compares the results of surgical treat- 
ment in 50 cases of diabetes complicated by chronic 
infection of the gall bladder which were operated 
upon by ro surgeons and in 179 cases of chronic gall- 
bladder infection without diabetes. The post- 
operative course in the 2 groups was practically the 
same. The mortality was 4 per cent in the cases 
with diabetes and 5.5 per cent in those without 
diabetes. WititAM E. SHACKLETON, M.D. 


MISCELLANEOUS 


Lorenzo, R.: Diaphragmatic Hernia (La hernia dia 
fragmatica). Rev. méd. Lat.-Am., 1932, xvii, 1093. 


Lorenzo reports a case of diaphragmatic hernia i 
a laborer forty-one years of age, who had received a 
gunshot wound of the thorax two years and seven 
months before the onset of symptoms. 

The earliest symptoms were referred to the ab 
domen, resembling closely those of the high gastriti 
described by Ramond. This condition has its origi: 
in trauma to the mucosa at the level of the constric 





ll- 


ire 


ib- 
for 


the 
at- 
bo- 


nic 
ted 
all- 
»st- 
the 
ses 
out 


dia 


a il 
ed a 


ven 


ritis 
‘igi! 
tric 








tion by the diaphragmatic opening and explains the 
occurrence of hematemesis. 

At a later stage the symptoms resembled more 
those of intestinal obstruction. The patient com- 
plained of sensations of pressure in the upper ab- 
domen which were accompanied by colicky pains, 
eructations, and sometimes hematemesis. In such 
crises there was great prostration and sometimes dis- 
sociation causing continual restlessness and clutch- 
ing at the upper abdomen, bending over, and press- 
ing with both arms. Such crises ended with gurgling 
sensations at the base of the left thorax. These 
symptoms are explained by the inclusion of the 
splenic flexure of the colon in the herniated parts. In 
such crises the symptoms were not modified by 
changes in posture. 

An important diagnostic sign is the production of 
a cough and pain typical of irritation of the left 
phrenic area when the patient rests on the left side. 
This usually denotes the presence of an inflammatory 
process with subdiaphragmatic adhesions. 

In the absence of a pleural, bronchial, or lung 
cavity which can be emptied by abundant expec- 
toration or vomiting, the presence of a phantom 
tumor at the left pulmonary base is almost pathog- 
nomonic of hernia or eventration of the diaphragm. 
Involvement of the stomach may be determined by 
percussing the limits of tympany when the patient 
is seated and then noting the substitution of tym- 
pany by dullness when sufficient liquid is ingested. 
When the colon is involved, similar observations 
may be made by administering an enema. 

In the case reported typical roentgen signs were 
also observed. The stomach and colen were visual- 
ized in the left thoracic cavity, while the left half of 
the diaphragm could not be made out. When barium 
was ingested the lower pouch of the stomach was 
seen before the upper pouch, which was in contrast 
to the sequence in hourglass stomach due to organic 
stricture of the walls. Folds of gastric mucosa could 
be identified in both portions. 

After an opaque enema there was absence of filling 
of the transverse colon. Later there was filling due 
to antiperistalsis. 

The patient was operated upon by Chutro who 
employed the transthoracic route. The herniated 
parts were reduced and the defect of the diaphragm 
was closed successfully. Convalescence was unevent- 
ful and recovery complete. 

WILtiAM R. MEEKER, M.D. 


Ishikawa, N.: Local Anesthesia in Surgery of the 
Abdominal Viscera, and Especially the Ques- 
tion of the Pain Sensibility of the Abdominal 
Organs. Vagosympathetic Anesthesia and 
Anesthesia of the Plexus (De |’anesthésie locale 
dans la chirurgie des viscéres abdominaux et plus 
spécialement de la question de la sensibilité a la 
douleur des organes abdominaux. L’anesthésie vago- 
sympathique et l’anesthésie des plexus). J. de chir., 
1932, XXXix, 809. 


For several years the author has performed lapa- 
rotomies under intraperitoneal diffusion anesthesia 
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in order to avoid the principal disadvantages of 
splanchnic anesthesia, namely, the pain felt when 
the left lobe of the liver is raised or the stomach is 
displaced. At first he used novocain, but he now 
employs percain. He infiltrates the painful area 
directly. 

Neumann’s index of pain sensibility to mechanical 
stimulation of the abdominal viscera is cited. Ishi- 
kawa undertook a clinical, physiological, and phar- 
macological investigation of the sensibility of the 
abdominal viscera to pain and the choice of anes- 
thesia. His clinical investigations consisted of: (1) 
a comparison of the pain symptoms and of the locali- 
zation and severity of the pain with the pathological 
state of the viscera as revealed at operation, and (2) 
a study of the sensibility to pain during interven- 
tions on the abdominal organs performed under local 
anesthesia. 

From his findings he draws the following con- 
clusions: 

1. According to their degree of pain sensibility to 
mechanical stimuli, the abdominal viscera may be 
classified as follows: (a) parietal peritoneum, (b) an- 
terior gastric plexus, left gastric veins and arteries, 
and pancreatic tissue, (c) superior and inferior mes- 
enteric plexus and vessels, (d) nerve plexus and ves- 
sels of the common, cystic, and hepatic ducts, (e) 
vessels of the pylorus and lesser curvature of the 
stomach, (f) colic branch of the renal plexus, (g) 
hemorrhoidal plexus, (h) bladder, (i) renal plexus 
and vessels, (j) uterus, (k) greater curvature of the 
stomach, and (1) walls of the stomach. 

2. Splanchnic anesthesia is not sutiicient for com- 
plete insensibility of the stomach. By block anzs- 
thesia or resection of the pneumogastric nerves, espe- 
cially the left nerve and the splanchnic, complete 
anesthesia of the stomach may be obtained. Me- 
chanical stimulation of the pneumogastric produced 
by manipulation causes a fall in the blood pressure, 
while stimulation of the sympathetic produces a rise 
in the blood pressure. 

3. The fibers of the abdominal viscera which are 
sensible to pain are primarily the large myelinated 
fibers which probably form part of the nerves of 
cerebrospinal origin. 

4. Painless operation on the stomach or biliary 
tract is possible under vasgosympathetic (vago- 
splanchnic) diffusion anesthesia. An injection of 
pantopon or pavinal and atropin is recommended. 

5. For interventions on the small intestine anexs- 
thesia of the plexus at the root of the mesenteric ves- 
sels is satisfactory. 

6. In appendicitis, a painless operation may be 
performed only under anesthesia of the perivascular 
plexus along the appendicular artery. In the pres- 
ence of abscess or multiple adhesions, diffusion anes- 
thesia becomes necessary. 

7. Ileocecal resections or resections of the large 
intestine should be done under anesthesia of the 
plexus along the corresponding mesenteric vessels. 
For the descending colon and the sigmoid, diffusion 
anesthesia of the pelvic cavity induced with percain 
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or regional anesthesia of the sacral sympathetic be- 
sides anesthesia of the perivascular plexus may be 
used. For resection of the hepatic loop diffusion 
anesthesia is recommended. 

8. For other interventions on the abdominal vis- 
cera, anesthesia of the perivascular plexus is recom- 
mended. 

9. For the liberation and resection of adhesions 
and in cases of acute inflammation of the abdominal 
viscera high frequency currents may be used suc- 
cessfully with local anesthesia. 

10. Percain is especially suited for diffusion anes- 
thesia of the abdominal viscera. 

For vagosympathetic anesthesia the author in- 
jects from 50 to 100 c. cm. of a 0.05 per cent solution 
of percain into the upper abdominal cavity before 


INTERNATIONAL ABSTRACT OF SURGERY 


opening the peritoneum. From two to five minutes 
later he opens the peritoneal cavity and injects from 
50 to 100 c.cm. into the subdiaphragmatic space, and 
after another period of from two to five minutes he 
induces anesthesia of the anterior perivascular gas- 
tric plexus from the periphery toward the center. 
This method may be designated as ‘‘ vagosympa- 
thetic diffusion anesthesia combined with anes- 
thesia of the perivascular plexus.” 

The action of percain is more prolonged than that 
of novocain. Adrenalin or ephedrin are added to the 
percain solution and the anesthesia is preceded by 
an injection of pantopon with scopolamin or atropin. 
Percain anesthesia combined with an injection of 
atropin is indicated especially for interventions on 
the stomach and biliary tract. | Eprira S. Moore. 
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Phaneuf, L. E.: Radium Therapy in Uterine Haem- 
orrhages of Benign Origin. A Clinical Study of 
105 Consecutive Cases. Am. J. Obst. & Gynec., 
1932, XXIV, 225. 

In ros cases of uterine hemorrhage due to a 
benign condition which were treated with radium 
there was no mortality. In rs, fibromyomata smaller 
than a two months’ pregnancy were present. In 14 
of the latter the tumors disappeared and permanent 
amenorrhoea was established. In 1 case hysterec- 
tomy was performed later for pelvic pain. Of 7 ado- 
lescent and young adult women who received doses 
of irradiation ranging from 400 to 600 mgm.-hrs., 4 
were benefited by 1 dose, 1 required a second dose, 1 
required a third dose, and 1 was subjected to hys- 
terectomy by another surgeon for recurrence of the 
menorrhagia after a dose of 600 mgm.-hrs. 

Of 72 middle-aged women, 1 was benefited by a 
dose of 500 mgm.-hrs. and continued to menstruate. 
Of 71 who received sterilizing doses, permanent 
amenorrhcea resulted in 70. However, 1 who received 
a dose of 1,725 mgm.-hrs. was subjected to hys- 
terectomy some time later because of recurrence of 
the hemorrhages. This patient’s physical condition 
had so improved during the period of amenorrhcea 
produced by the radium that the reaction from the 
operation was slight and recovery was uneventful. 

In the cases of 44 women in this group, the treat- 
ment included r1 types of operation in addition to 
the irradiation. In the cases of 11 women with 
hemorrhages after the menopause the bleeding 
ceased and permanent improvement was obtained. 

Radium employed in suitable doses in properly 
selected cases is a valuable agent in the treatment of 
uterine hemorrhages due to a benign condition. It 
finds its greatest field of usefulness in the cases of 
women at or near the menopause who have severe 
hemorrhages in the absence of gross macroscopic 
lesions in the uterus. 

In the treatment of hemorrhages of adolescence 
it should be used cautiously to avoid hysterectomy 
and only after medical, endocrine, and hemostatic 
treatments have failed. The dose should never ex- 
ceed 600 mgm.-hrs. Radium should not be used to 
regulate the menstrual periods or to favor pregnancy. 

It is of value in the treatment of small fibromyom- 
ata of the interstitial type, especially in women 
nearing the menopause. A single application of an 
appropriate dose is sufficient to bring on permanent 
amenorrhoea. These cases may be_treated_success- 
fully with 0.050 gm. of radium. 

In the discussion of this report, WARD stated that 
in the past five years he had seen 309 cases of the 
type discussed. Four of the patients were under 
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twenty years of age. In the cases of young girls he 
uses only a very small dose of radium. He empha- 
sized that the success of radium irradiation in this 
type of case depends largely upon the technique 
used. He employs 2 tubes of radium of 50 mgm 
each, in tandem form and enclosed in a brass capsule 
covered with rubber. The entire cavity of the uterus 
is irradiated from the fundus down to the cervix. 
The radium should be anchored. 

TAYLOR said that the limitation placed by Phaneuf 
on the size of fibroids suitable for the use of radium 
irradiation is correct as tumors larger than the 
uterus of a three months’ pregnancy, like pedun- 
culated and submucous tumors, are not well con- 
trolled by radium. The use of radium in young girls 
is a dangerous procedure because of the possible 
effects on the endometrium and the risk of damage to 
the ovaries. 

HEALY urged the use of smaller doses of radium in 
cases of uterine bleeding of benign origin in middle 
aged women without tumors. He stated that in the 
presence ot fibroid tumors, good results can be ob- 
tained if the tumors are no larger than a three 
months’ pregnancy. In the cases of women under 
twenty years of age, 6co mgm.-hrs. is altogether too 
much. At least six months should elapse between 
the first 200 or 300 mgm.-hrs. anda repetition of the 
treatment. 

CORSCADEN agreed with Phaneuf regarding the 
dosage. Of his cases in which 1,200 mgm.-hrs. were 
given the bleeding was controlled in 85 per cent, and 
of those in which 1,800 mgm.-hrs. were given it was 
controlled in 97 per cent. Corscaden has been very 
cautious in the use of radium in the treatment of 
older women. For uterine bleeding in otherwise 
healthy women sixty years of age he is inclined to 
prefer hysterectomy to radium irradiation even in the 
absence of a definite diagnosis of adenocarcinoma. 

DANNREUTHER stated that in his opinion it is un- 
necessary to use radium for the menorrhagias of 
adolescence as in these conditions endocrine and 
constitutional disturbances are important factors. 

KAPLAN said that if uterine bleeding is for the 
most part an ovarian function and in part an endo- 
crine function, it should be controlled without 
destroying the endometrium. He agreed with 
Phaneuf regarding the dosage of radium. 

MATTHEWS stated that smaller doses given over a 
period of six months will give better results than a 
single large dose. 

SMITH reported on 111 cases of metritis and 34 
cases of fibroids. The radium dose was increased 
from 1,200 to 2,400 mgm.-hrs., which latter is the 
usual dose now employed. 

PEIGHTAL said that in 1917 he started with a 
dosage of 500 mgm.-hrs. even in cases of fibroids. He 
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then gradually increased the dose to about 1,500 
mgm.-hrs., but now, in cases of fibroids, uses only 
from 700 to goo mgm.-hrs. _—E. L. Cornet, M.D. 


Haeggstroem, P.: The Ovaries and Endometrium 

. in Women with Myomata (Ovarium und Endo- 

metrium bei Myomkranken). Ziéschr. f. Geburtsh., 
1932, Cii, 36. 

The author reports a study of the ovaries and en- 
dometrium in the cases of fifty-six women with 
myomata who ranged in age from thirty-two to sixty- 
nine years. In the cases of twenty-eight of the 
women the ovaries were of the normal weight, 8 gm. 
Eleven women had one ovary of normal weight and 
one which was somewhat over the normal weight. 
In the cases of seven women both ovaries were over 
the normal weight. In the women who were more 
than forty-five years of age the fallopian tubes were 
somewhat smaller and lighter. The size of the my- 
oma had little relation to the size and weight of the 
ovaries, and there seemed to be no special relation- 
ship between the number of graafian and atretic 
follicles and the myoma. The corpora lutea showed 
no variations from the normal. A large number of 
corpora albicantia indicated only increasing age. 

Hemorrhages into the ovaries were found in 
thirty-six cases. In twenty-four they were bilateral. 
In nine cases they occurred in one or more graafian 
follicles; in ten, in the corpora lutea; and in eleven, 
in lutein cysts. They were most frequent in cases of 
fibrous myomata of medium size. 

So-called cystic degeneration was found in thirty 
cases. In six, it was unilateral. In fourteen cases, 
lutein cysts, and in seventeen cases, cystic hemor- 
rhages, the results of degeneration of the superficial 
epithelium, were found in addition. Signs of inflam- 
mation were present in thirty cases. Small fibromata 
were found in seven. In seventeen cases the ovarian 
vessels were hyalinized only moderately or not at all. 

The endometrium was studied in fifty-four cases. 
Intwenty-threeit was entirely normal, andin twenty- 
one it was atrophic. Hypertrophy was found in four 
cases and adenometritis and tuberculosis were found 
in one case each. 

When women with myomata menstruate nor- 
mally, the myomata may be of any size, but are 
usually subserous. When menstruation is irregular, 
the myomata are usually just beneath the mucosa 
whatever their size. Sterility increases with the size 
of the myomata. (Fifteen of the women studied were 
sterile.) Nevertheless the ovaries are often normal. 

Hans O. NEuMANN (G). 


Spencer, H. R.: Total Abdominal Hysterectomy 
for Myoma of the Uterus. Brit. M. J., 1932, i, 
1157. 

For thirty-two years the author has routinely 
performed complete hysterectomy in preference to 
subtotal or supravaginal hysterectomy. He was 
led to adopt the more extensive operation because 
of complications which may follow the subtotal pro- 
cedure, such as hemorrhage, exudates, discharges, 
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ileus, and the development of malignacy in the 
cervical stump. In 6.6 per cent of the myomata 
which he removed sarcomatous changes were found, 
and in some cases in which a diagnosis of myoma 
was made a recurrence developed in the form of 
sarcoma. Previously unrecognized cancer of the 
cervix was found in 2 per cent of 900 myomatous 
uteri, and unsuspected cancer of the body of the 
uterus in 1 per cent of this series. 

It is difficult, almost impossible, to determine how 
frequently cancer of the cervix arises after subtotal 
hysterectomy. Pollak collected 276 cases in which 
cervical cancer appeared a year or more after hys- 
terectomy, and Monod collected 300 similar cases 
in France. It is estimated that about 3 per cent 
of the cancers of the cervix treated at the radium 
centers in Europe are cancers arising in the cervical 
stump left by a supravaginal hysterectomy. More- 
over, it appears from French and German statistics 
that cancer is possibly too times more likely to 
occur in a cervical stump than in a cervix from which 
the body of the uterus has not been amputated. 

When the complete operation is performed by 
competent operators with a well-developed tech- 
nique there is practically no difference between its 
mortality and that of subtotal hysterectomy. 

GerorGE H. Garpner, M.D. 


Martzloff, K. H.: Leucoplakia of the Cervix Uteri. 
A Manifestation of Early Malignant Change? 
Am. J. Obst. & Gynec., 1932, XXiv, 57. 


Leucoplakia of the uterine cervix as a clinical and 
pathological entity has been reported infrequently. 
The epithelial changes in some leucoplakic plaques 
have all the cytological characteristics of cancer 
except the attribute of invasion (heterotopia). The 
author calls attention to the importance of Hinsel- 
mann’s work on cancer prophylaxis. He belives it 
possible that small leucoplakic areas may represent 
cervical cancer in its earliest stages when its eradica- 
tion would be relatively simple. 

FE. L. Cornett, M.D. 


Auer, E. A.: Carcinoma of the Cervix Uteri: A 
Statistical Survey of Twenty-One Years of 
Treatment. J. Am. M. Ass., 1932, xcviii, 2259. 


This report is based on 408 cases of cancer of the 
cervix treated at the Barnard Free Skin and Cancer 
Hospital, St. Louis, in the period from 1906 to 1926 
inclusive. In computing the percentage of cures 
the author considered patients who could not be 
traced as having died of cancer. 

The incidence of five-year cure for the entir« 
period of twenty-one years was 9.64 per cent; that 
for the period from 1906 to 1916, 4.76 per cent 
and that for the period from 10917 to 1926, 11.6 
per cent. Radium was first used at the Barnard 
Hospital in 1917, but the improvement in the statis 
tics after its introduction cannot be attributed en 
tirely to radium therapy. Of the patients with can 
cer restricted to the cervix who were operated upo 
in the period from 1917 to 1926, 56 per cent wer 
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cured, whereas of those irradiated only 30 per cent 
remained well for five years. Moreover, the patients 
treated surgically showed greater permanence of re- 
sults after the five-year period than those who were 
treated by irradiation. 

The author does not describe the technique for 
radium therapy which has been adopted in his 
clinic. The operations performed in the cases re- 
viewed were radical and carried out according to the 
Wertheim or Schauta technique. 

Auer believes that repetition of irradiation is of 
considerable importance and should improve the 
survival rate. In certain cases a combination of 
surgery and irradiation seems definitely the best 
procedure. In cases of cancer extending beyond the 
cervix the only hope of cure is offered by radium 
and roentgen therapy, but the author believes that 
in cases of early cancer of the cervix the best results 
are obtained by radical surgery. 

GEORGE H. GARDNER, M.D. 


Miller, C. J.: A Clinical Consideration of Hyster- 
ectomy. J. Missouri State M. Ass., 1932, Xxix, 347. 


Hysterectomy is today the most abused operation 
in gynecology. While it is perhaps the safest of the 
major procedures, its use is not justified when a 
simpler, safer procedure would achieve equally good 
results. The often quoted mortality of 1 or 2 per 
cent is the mortality in cases in which the operation 
is performed by expert surgeons and in highly organ- 
ized clinics. When the operation is performed by the 
average surgeon the mortality is never under 5 per 
cent and may be as high as ro per cent. 

In the absence of definite uterine disease, hys- 
terectomy is not warranted today in 1 per cent of the 
cases of uterine bleeding. Uterine bleeding does not 
necessarily originate in the uterus. The value of 
radium must be borne in mind. For hydatiform 
mole hysterectomy has never been justifiable. While 
it is true that 50 per cent of all cases of chorionepi- 
thelioma develop after this condition, the reverse of 
the statement is certainly not true. 

As a method of sterilization, hysterectomy is not 
desirable because sterilization may be obtained with 
less danger by resection of the tubes or graduated 
irradiation. The advisability of routine hysterec- 
tomy in the course of salpingectomy for specific 
disease is at least debatable. If it is necessary to 
perform a bilateral excision of the adnexa and thus 
render the uterus a functionless organ, hysterectomy 
is justified if it will add little to the risk of the opera- 
tion. It is indicated also if the uterus is diseased, 
if it is so denuded during the operation that ade- 
quate peritonization is impossible, and if the round 
ligaments are so involved in the inflammatory proc- 
ess that a proper suspension is impossible. In the 
absence of uterine disease and when conservation of 
one or both ovaries is possible, routine hysterectomy 
is entirely illogical. 

In the author’s opinion hysterectomy should not 
be done for puerperal infection, but is indicated in 
uterine inversion with intrinsic disease of the uterus. 





GYNECOLOGY 543 


It is not necessarily indicated by inversion per se. 
Among its indications are the hyperplasia that fol- 
lows subinvolution, chronic fibrosis, chronic metritis, 
and the pyometra seen rather often in women in the 
postmenopausal years when surgical dilatation has 
failed to effect a cure. 

The chief indication for hysterectomy is uterine 
fibroids. However, fibroids do not always require 
treatment. A symptomless fibroid should be kept 
under observation. In the cases of young women the 
procedure of choice for fibroids is myomectomy, 
whereas in the cases of women of the menopausal age 
in whom uterine function is no longer a considera- 
tion the best treatment may be irradiation. The in- 
dications for hysterectomy in cases of fibroids may 
well be described as the contra-indications for myo- 
mectomy and irradiation. They are: (1) multiple 
fibroids which in the aggregate are larger than a 
pregnancy of three or three and a half months, (2) 
adenomyomata, (3) tumors associated with adnexal 
disease, (4) tumors wedged in the pelvis, (5) tumors 
causing vesical disturbances or other symptoms due 
to pressure, and (6) tumors which are undergoing 
degeneration evidenced by low-grade fever or 
anemia out of proportion to the blood loss. Surgery 
is the method of choice also in cases of indigent and 
working women to whom promptness and perma- 
nence of cure are usually of more importance than the 
preservation of uterine function. 

There is rarely an excuse for hysterectomy in the 
course of pregnancy complicated by fibroids. In this 
condition only observation is necessary as a rule and 
delivery may be effected at term by cesarean section 
if spontaneous labor is impossible. 

Chemical hysterectomy is to be condemned. 

Vaginal hysterectomy is the procedure of choice 
in the cases of obese, elderly women in whom post- 
operative complications and abdominal hernia are 
dangerous possibilities. It is of value in uterine 
prolapse when the displacement is too great for the 
interposition operation, when atrophy has rendered 
the uterus useless as a support for the bladder, when 
intrinsic disease of the uterus calls for extirpation of 
the organ, in the rare cases of inversion, and in cases 
of fibroids of moderate size associated with uterine 
prolapse. Morcellation may be done. Vaginal hys- 
terectomy should not be performed through a con- 
tracted vagina, when the uterus is a very large 
uterus, when adnexal disease is present, or when the 
broad ligaments lack elasticity. 

Successful results from hysterectomy depend 
chiefly on proper control of the blood supply. Multi- 
ple growths present many problems. Impaction, 
tubal disease, and adhesions may cause difticulties. 
In the presence of such conditions either rotation or 
bisection may be done. In the use of the rotation 
technique the diseased adnexa and the complicating 
adhesions are entirely ignored at the beginning of the 
procedure. The tumor mass is gently rotated to one 
side so as to expose the top of the broad ligament on 
the other side and the blood supply of that side is 
controlled under full vision before the uterus is 
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freed to the depths of the pelvis. After this has been 
repeated on the other side the delivery of the mass is 
simple. 

In the bisection technique the uterus is split lon- 
gitudinally and then cut across at the cervical level 
from the inner side. Control of the blood supply is 
effected, the usual procedure being reversed. With 
the elimination of one-half of the uterus, more space 
is obtained and the danger to the ureters is reduced. 

Morcellation and removal of the ‘“‘key fibroid” are 
also of aid. 

Complete hysterectomy should not be done rou- 
tinely. It is indicated when the cervix is lacerated 
or is the site of infectious disease. Preliminary re- 
pair of lacerations is sometimes preferable, as is 
supravaginal amputation of the corpus after vaginal 
amputation of the cervix. For malignancy of the 
fundus, hysterectomy is the accepted treatment. 
The adnexa must be removed routinely. The diag- 
nosis should be established positively before hys- 
terectomy is considered. Preliminary preparation 
of the vagina is essential. 

Chorionepithelioma and sarcoma of the uterus 
and carcinoma of the cervix require different treat- 
ment. If operation is done it must be very radical. 
The estimate of operability is largely personal. The 
average American gynecologist seldom admits an 
operability of more than 15 per cent in cases of 
carcinoma of the cervix. It is questionable whether 
the end-results of surgery in this condition justify 
its continued use. Radium irradiation yields much 
more encouraging results and in the author’s opinion 
is the treatment of choice. 

ROWLAND M. ExstrRAnpD, M.D. 


Wolfe, S. A.: End-Results After Excision of the 
Cervix Interpreted from Pathological Findings. 
Am. J. Obst. & Gynec., 1932, xxiv, 87. 


Pathological examination of the cone removed in 
excision of the cervix proves that the removal of 
endocervix is incomplete. Therefore a segment of 
endocervix is retained after excision or amputation 
of the cervix. 

In partial infection of the cervix, the presence of 
healthy endocervix at the apex of the cone indicates 
that the endocervical segment above the level of 
transection is healthy. Under such circumstances 
surgical excision is adequate for clinical relief. 

Clinical failure results from operative contamina- 
tion and infection. Dilatation and curettage and 
radium insertion performed simultaneously with cer- 
vical excision afford an opportunity for infection. 
Infection is favored also by vaginal packing for post- 
operative hemorrhage. 

When the cone is found to be completely infected 
the segment of endocervix remaining in situ may be 
either healthy or infected. If it was healthy before 
the operation, operative infection leads to post- 
operative discharge. If it was infected before the 
operation, as can be determined from concomitant 
endometritis, the leucorrhoea will persist. 

E. L. CornExLxL, M.D. 








INTERNATIONAL ABSTRACT OF SURGERY 


ADNEXAL AND PERIUTERINE CONDITIONS 


Shaw, W.: The Pathology of Ovarian Tumors. J. 
Obst. & Gynec. Brit. Emp., 1932, XXxix, 234. 

The author discusses pseudomucinous cystade- 
nomata, tumors of ovular origin (teratoid tumors), 
and fimbrial cysts. 

Of 300 ovarian neoplasms studied, 91 (30.3 per 
cent) were pseudomucinous cystadenomata. The 
average diameter of the latter was 12 in. In 6 cases 
the tumors were bilateral. Torsion occurred in 17 
cases. Most of the patients were between thirty and 
sixty years of age. As a rule menstruation was not 
disturbed. Eighteen of the patients had been tap- 
ped. In no case did the tapping have an ill effect. 
Tapping facilitates the removal of large tumors. 
The author discusses the development, degeneration, 
and histology of pseudomucinous cystadenomata. 

Tumors of ovular origin (teratoid tumors) include 
dermoid cysts and solid teratomata. There were 22 
cases of dermoid cysts in the author’s series. In 9 
of these there was a combined dermoid and pseu- 
domucinous cystadenoma. Most of the patients 
with ovarian teratoid tumors were between the ages 
of twenty-one and thirty years. The combined 
tumors are most common in early adult life and simple 
dermoid cysts at about the age of the menopause. 
In 4 (17.4 per cent) of the cases the tumors were 
bilateral. Most of them were from 4 to 5 in. in diam- 
eter. There was only 1 solid teratoma among the 
tumors studied. Solid teratomata are very rare. 
They have been attributed to a regular proliferation 
of the tissues of the embryonic area of a dermoid 
cyst or combined tumor. 

There were 16 fimbrial or parovarian cysts among 
the 300 tumors studied. Most of the patients with 
such cysts were between the ages of twenty-one and 
thirty years. The tumor was bilateral in only 1 case. 
The largest was 12 in. in diameter. Fimbrial or 
parovarian cysts are invariably-benign. In their 
removal the fallopian tubes and ovaries are con- 
served. Harry M. Netson, M.D. 


Meyer, R.: The Various Types of the So-Called 
Brenner Ovarian Tumor. Its Differentiation 
from the Granulosa-Cell Tumors and Relation- 
ship to Other Ovarian Tumors (Ueber verschie- 
dene Erscheinungsformen der als Typus Brenner 
bekannten Eierstockgeschwulst, ihre Absonderung 
von den Granulosazelltumoren und Zuordnung unter 
andere Ovarialgeschwuelste). Arch. f. Gynaek., 
1932, Cxlviii, 541. 

This discussion of the Brenner type of ovarian tu- 
mor is based on five of the author’s cases and eight 
cases studied by others. Meyer concludes that the 
Brenner tumor is macroscopically and microscopi- 
cally a distinct type of tumor of the ovary which is in 
no way related to the granulosa-cell tumors that ex- 
ert a hormonal action on the uterus. The Brenner 
tumor has no demonstrable functional effects. It 
occurs as a solid structure which may contain small 
cysts with an epithelial lining ranging from a slightly 
to a definitely mucinous type. The cysts may be- 
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come so large that the solid part of the tumor may 
appear as a mass in their walls. The cyst wall is oc- 
casionally serous or contains a mixture of Brenner 
epithelium and mucin cells. 

Characteristic of the Brenner tumor are indif- 
ferent cells containing glycogen. The arrangement 
of these cells in epithelial strands without the intru- 
sion of fibrillar elements slightly resembles that of 
carcinoma cells. These cells tend to swell up and 
form lacunz of various sizes with a colloid, mucus, 
or mixed content. The mucinous cells arise from the 
indifferent cells. The epithelial cells are found in 
small scattered collections or grouped together in 
larger masses in a usually very tough, fibrous con- 
nective tissue stroma which forms a large part or the 
largest part of the solid tumor mass. The epithelial 
portions of the tumor do not arise from the ovarian 
parenchyma or its precursors, but are formed by 
special cells which have no relation to the normal 
cellular structure of the ovary and are recognized as 
abnormal deposits in the Walthard cell groups. 
Their development is due to the special capacity of 
the superficial epithelium for local and general dif- 
ferentiation, which is manifested normally by the 
ability of the coelomic epithelium in the region of the 
wolffian body to form Mueller’s epithelium and is 
manifested abnormally in the region of the tubes and 
ligaments by the formation of solid epithelial nod- 
ules and larger spaces with indifferent epithelium and 
occasionally the formation of tubules of mucinous and 
cylindrical epithelium. Such structures are formed 
also from the superficial epithelium of the ovary. 
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In tumors there may be formed from the collec- 
tions of Walthard cells not only mixed or contiguous 
masses of indifferent Brenner epithelium and pseudo- 
mucinous cysts, but also serous cystomata. Like- 
wise, pseudomucinous cysts without demonstrable 
Brenner epithelium may develop from them. 

Genetically, Brenner tumors belong in a systemic 
series beginning with the majority of serous cysto- 
mata, adenomatous, papillomatous, and partially 
fibromatous cystomata, and continuing on to the 
adenofibromata and mixed seromucinous tumors. 
Only a small number of pseudomucinous cysts and 
cystomata arise from the Walthard cells. The serous 
covering harbors all of these possibilities of develop- 
ment. The greater part of the pseudomucinous cys- 
toma is the endodermal portion of a teratomatous 
anlage arising in the early embryonic period of the 
segmentation sphere. 

The Brenner ovarian tumor is benign. It does not 
recur or metastasize. No relationship of malignant 
tumors to the same tissue anlage has been recognized. 

The Brenner tumor has no special clinical char- 
acteristics besides its frequency at more advanced 
ages (50 per cent of tumors of this type are found in 
persons more than fifty years of age) and its benign 
character. 

Statistical, morphological, clinical, and experi- 
mental researches should be undertaken to explain 
the common ovarian tumors in relation t. the tissue 
anlage from which they develop and the general con- 
ditions surrounding their formation. 

Hans O. NEuMANN (G). 








PREGNANCY AND ITS COMPLICATIONS 


Murray, H. L.: Tubal Gestation as Seen by the 
Gynecologist: An Analytical Study of Certain 
Aspects, Clinical and Pathological, of a Con- 
secutive Series of 146 Cases. Proc. Roy. Soc. Med., 
Lond., 1932, XXV, 1375. 


The author discusses the etiology and termina- 
tions of tubal pregnancy on the basis of 146 cases 
occurring in his practice. The causes in these 146 


cases were as follows: 
Side 
Right Left Tota 
I oe eas Sones kesnvsboucensuea 16 15 31 
Intratubal trouble: 


Es os a ee oa S Ee wee 26 23 49 
Suggested by recurrent tubal gestation.......... 4 2 6 
Suggested by recent vaginal operation with 

CUNGERMMP... 0. ccase oe albie Teer T Tr I I 2 
Suggested by unusual history after abortion or 

aS su ase hed sah Gb heheh hoe'ee ee sae 4 ° 4 

Extratubal trouble: 

In appendix. ... Oe OES Ee ee 23 7 30 


Suggested by previous ‘operation on lower abdo- 

NE Se <e ay Pee 9 14 23 
Suggested by adhesions around bilateral der- 

moids, tubes being normal.................. I ° I 
I eRe eka Sot did a a lane e eh ee pale © 84 62 146 

Of 97 cases in which the vermi*orm appendix was 
removed, there was a record of an active inflam- 
matory deposit in the outer layers in 30 (31 per 
cent). The author believes that the appendix may 
be an important factor in the etiology of tubal 
gestation. 

The possible terminations of tubal gestation in- 
clude spontaneous cure, rupture, and continued 
growth. 

Spontaneous cure may occur by extrusion or by 
absorption in situ. In 53 of the cases reviewed 
extrusion had almost occurred or appeared likely to 
occur. Histological evidence of absorption in situ 
was found in only 1 case. 

Rupture includes primary intratubal rupture 
(abortion or mole), primary extratubal rupture 
(intraperitoneal and intraligamentary), and second- 
ary extratubal rupture (intraperitoneal and intra- 
ligamentary). Of the cases reviewed, primary intra- 
tubal rupture without further complications occurred 
in 92 per cent. None of the cases showed primary 
extratubal rupture. The author doubts whether 
primary intraperitoneal rupture occurs often in the 
usual type of tubal gestation. Secondary intra- 
peritoneal rupture occurred in 6 cases and in all of 
them was isthmial. Secondary intraligamentary 


rupture occurred in 2 cases and in both was originally 
isthmial. 

There were no cases of continued growth. 

In conclusion the author urges more careful 
recording of the operative findings and examination 
of the vermiform appendix in cases of tubal preg- 
nancy. 


ROWLAND M. ExstrRAnp, M.D. 
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Mengert, W. F., and Lee, H. P.: 


Urinary Tract 
Changes During Late Pregnancy and Early 


Puerperium. 
205. 


Am. J. Obst. & Gynec., 1932, Xxiv, 


The observations reported by the authors were 
made in the cases of forty-one normal pregnant 
women—twenty primipare and twenty-one mul- 
tipare. Of the multiparz, eight had had one child, 
seven had had two children, and six had had three 
children or more. The ages of the primipar ranged 
from sixteen to twenty-eight years, and those of the 
multiparz from sixteen to thirty-six years. 

All of the forty-one women showed some degree 
of dilatation of the right urinary tract prior to 
delivery, and the majority showed dilatation also 
on the left side. 

Marked dilatation before delivery and retarda- 
tion of involution after delivery were more frequent 
in the primipare than in the multipare. 

In eight of the women a considerable decrease in 
the caliber of the urinary tract was observed within 
twenty-four hours following delivery. 

Of twelve normal women, involution was com- 
plete in the majority after from nine to eleven days. 

Most of the forty-one women showed a marked 
reduction in the caliber of the urinary tract by the 
end of the twelfth day after delivery. 

In five women with fever in the puerperium in- 
volution was sluggish. The authors suggest that 
delay of involution may be the primary factor 
underlying the development of postpartum pyelitis. 

E. L. CoRNELL, M.D. 


Moir, C.: The Cause of Internal Rotation of the 
Fetus, with Special Reference to the Occiput- 
Posterior Position. J. Obst. & Gynec., Brit. Emp., 
1932, XXxix, 84. 

Moir states that internal rotation of the fetus 
as a whole is explained by the following facts: 

The compressed fetus is a cylinder. 

The birth canal is a passage of even caliber with 
a sharp angle at the lower end. 

The fetus is forced through this curved canal and 
in consequence is made to bend on its own axis. 

The fetus bends on its long axis with unequal 
facility in different directions. A rotational tendency 
arises and as a result the fetus alters its position 
until the part most easily bent (stretched) coincides 
with the line of maximum convexity of the canal. 

Moir draws the following conclusions: 

1. Internal rotation of the fetus during labor is 
not adequately explained by the usually accepted 
theories. 

2. Investigations show that the shape of the head 
when it undergoes rotation is altered in essential 
respects. Because of the attitude of flexion and 
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because of moulding it becomes a bluntly pointed 
cylinder. 

3. There is an unequal flexibility of the head on 
the trunk in different directions. 

4. On the basis of these facts it is possible to 
construct models which demonstrate internal rota- 
tion. 

5. It is possible to give a mathematical explana- 
tion for the rotation. 

6. Internal rotation of the head in a vertex or 
face presentation, rotation of the shoulders, rotation 
of the pelvis in a breech presentation, and rotation 
of the aftercoming head can all be adequately ex- 
plained. 

7. Persistent occiput-posterior and persistent 
mentum-posterior presentations present points of 
special interest which can readily be accounted for 
by the theory of unequal flexibilities. 

A. H. GLADDEN, JR., M.D. 


Mussey, R. D., Watkins, C. H., and Kilroe, J. C.: 
Observations on Secondary Anzemia During 
Pregnancy. Am. J. Obst. & Gynec., 1932, Xxiv, 179. 


A morphological study of the blood was made in 
the cases of eighty-two women with secondary 
anemia during pregnancy. The anemia of fifty- 
eight was classified as of Type 1 and that of sixteen 
as of Type 2. Seven of the women presented changes 
characteristic of both types. The anemia of one 
patient could not be classified. 

Evidence of toxicity was found in forty-one of 
the fifty-eight cases of anemia of Type 1 and in ten 
of the sixteen cases of anemia of Type 2. The toxic 
factors causing the changes in the blood cells were 
not determined. 

This is a preliminary report of observations on 
secondary anemia during pregnancy which is rela- 
tively common and tends to increase as the preg- 
nancy progresses. 

The anemia of Type 1 seems to be a true anemia 
of pregnancy, characterized by suppressed activity 
of the bone marrow early in the pregnancy and 
evidence of hemolysis when the bone marrow be- 
comes more active in the later months. After de- 
livery there is a tendency toward spontaneous re- 
covery. It seems probable that severe cases of this 
type of secondary anemia make up a large percent- 
age of the cases in which the anemia was formerly 
described as being of the pernicious type or as re- 
sembling the pernicious type. 

It seems probable that the anemia of Type 2 
is present prior to pregnancy, grows worse during 
pregnancy, and persists after delivery. In the cases 
reviewed, organotherapy, such as the use of extracts 
of bone marrow and powdered fetal liver, was not 
followed by appreciable improvement. However, 
its failure may have been due to insuflicient dosage 
or inability of the patient to take the product. In 
75 per cent of a small group of cases the use of ferric 
citrate or ferric ammonium citrate in large doses— 
from 20 to 30 gr. three times a day—was followed by 
a distinct increase in the hemoglobin. 
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Dodds, G. H.: The Immediate and Remote Prog- 
nosis of Pyelitis of Pregnancy and the Puer- 
perium. J. Obst. & Gynec., Brit. Emp., 1932, xxxix, 
46. 


In the Obstetrical Unit of the University College 
Hospital, Edinburgh, the incidence of antenatal 
pyelitis was 1.1 per cent, and that of postpartum 
pyelitis, 1.6 per cent. An analysis of the 124 cases 
of pyelitis (68.0 per cent antenatal, and 32.0 per 
cent postpartum, pyelitis) showed that the im- 
mediate prognosis of the pyelitis of pregnancy is 
good. However, only 2 of the 84 women with 
antenatal pyelitis were completely cured in the 
sense that the urine was sterile on culture and in the 
cases of 30 per cent of this group spontaneous pre- 
mature termination of the pregnancy occurred. Of 
the 40 women with pyelitis starting in the puer- 
perium, 2 died, but only 1 of the deaths could be 
attributed to the renal condition, pyonephritis asso- 
ciated with, and due to, a calculus impacted in the 
ureter. 

Of the women with antenatal pyelitis, 49 per cent 
were completely cured, 35 per cent developed chronic 
pyelitis, and 16 per cent had continued bacteriuria 
only. Of those with postpartum pyelitis, 60 per cent 
were ultimately cured completely, to per cent devel- 
oped chronic pyelitis, and 30 per cent had continued 
bacteriuria only. In the cases of antenatal pyelitis, 
pyrexia persisting for more than sixteen days was 
usually associated with an unfavorable prognosis as 
60 per cent of the women with such fever developed 
chronic pyelitis. Therefore the prognosis seemed to 
be considerably better in postpartum pyelitis than 
in antenatal pyelitis. 

Of the cured cases of antenatal pyelitis, 56 per 
cent cleared up within one year after delivery, and in 
about half of these recovery was complete as early as 
three months after delivery. Of the cured cases of 
postpartum pyelitis, 80 per cent cleared up com- 
pletely within six months after delivery. 

In the cases of patients with antenatal pyelitis no 
recurrence of acute pyelitis was observed in subse- 
quent pregnancies. Seventy-eight per cent of the 
patients were quite normal in succeeding pregnancies, 
but 22 per cent suffered from chronic pyelitis which 
had persisted in the interval between the pregnancies. 
Of the patients with postpartum pyelitis, 80 per cent 
had acute pyelitis in the succeeding pregnancy. The 
author is unable to explain this fact, but found that 
50 per cent of the patients suffered from persistent 
bacteriuria in the interval. A. F. Lasn, M.D. 


Young, J., Sym, J. C. B., and Crowe, E. V.: An 
Evaluation of the Incidence of and the Mater- 
nal Disability Following Eclampsia and Albu- 
minuria. Proc. Roy. Soc. Med., Lond., 1932, xxv, 
1235. 

The authors state that we have no data by which 
accurately to compute the incidence of, or the 
damage inflicted by, the toxemias of the later 
months of pregnancy (pre-eclampsia and eclampsia, 
albuminuria, hypertension) in the community at 
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large. The figures of the Registrar-General of Eng- 
land represent only the deaths occurring during 
pregnancy, labor, and the puerperium. We do not 
know the incidence of toxemias during pregnancy, 
and there are no data indicating the extent of the 
disability sustained by toxemic women who survive 
the puerperal period or the mortality occurring later 
as the consequence of this damage. 

Of 7,790 successive unselected cases of pregnancy 
admitted to the antenatal department of the Edin- 
burgh Royal Maternity and Simpson Memorial 
Hospitals, treatment for pre-eclampsia, albuminuria, 
or hypertension without albuminuria was given in 
6 per cent. 

It would be of advantage to estimate the frequency 
with which the late toxemias of pregnancy pass over 
into eclampsia. As there are no accurate data to 
indicate the incidence of eclampsia during child- 
birth in the community at large, this cannot be 
determined directly. However, it can be approxi- 
mated. The authors conclude that 6.4 per cent of 
all women with toxemia develop eclampsia. This 
figure is surprising as Gibberd reported that in a 
total of 8,000 district cases of pregnancy under the 
care of Guy’s Hospital there were only 300 cases of 
albuminuria with only 2 cases of eclampsia. One of 
the cases of eclampsia was that of a woman who 
refused to permit the induction of labor for toxemia. 
Therefore in this practice the incidence of eclampsia 
in toxemic women under proper antenatal care is 
only 1 in 300. Thus there is strong evidence that, 
while we are unable to prevent toxemia, we can 
reduce its major risks. The fact that under present 
conditions about 6 per cent of cases of toxemia pass 
over into eclampsia must be considered a severe 
criticism of our current methods of maternity care. 

The authors’ studies indicated also that the pre- 
eclamptic type of toxemia is very liable to recur in 
subsequent pregnancies. Of 84 women treated for 
toxemia who had 120 subsequent pregnancies going 
to term, only 35 per cent were normal in the sub- 
sequent pregnancies. 

With the object of estimating the nature and inci- 
dence of the disability following the late toxemias 
of pregnancy the authors established a clinic for 
follow-up investigations. They found that a large 
proportion of the patients developed chronic debil- 
ity. In 20 per cent there was marked deterioration 
of health. The mortality due to damage attributable 
to the toxemia was 2.1 per cent. The incidence of 
disability was of course greatest in the women who 
had had 2 or more toxic pregnancies. 

Harry W. Fink, M.D. 


Whitehouse, B.: The Indications for the Induction 
of Abortion. Brit. M.J., 1932, ii, 337. 


In the cases of women with auricular fibrillation 
and cardiac enlargement pregnancy should be ter- 
minated in the early months. When signs of cardiac 
failure develop in the later months of pregnancy, 
the risk to life is increased more by interrupting 
the pregnancy than by allowing it to go to term. 
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In a period of ten years the author performed sixty- 
three therapeutic abortions, an average of six and 
three-tenths per year. 

Whitehouse states that it is exceedingly difficult 
to list indications for the termination of pregnancy 
which are generally applicable. Probably the best 
person to decide when a pregnancy should be inter- 
rupted in the absence of gross organic disease is the 
family physician. Whenever abortion is to be in- 
duced for medical reasons, the author insists that 
the patient enter a hospital and that the operation 
be performed with the same publicity as any other 
surgical procedure. LEopoLp GoLpsTEIN, M.D. 


LABOR AND ITS COMPLICATIONS 


Murphy, D. P., and Bowman, J. E.: The Frequency 
and Causes of Premature Birth. A Report of 
238 Cases. Am. J. Obst. & Gynec., 1932, Xxiv, 273. 


Of 2,876 consecutive labors in 2 teaching hospitals, 
238 (more than 8 per cent) were premature as in- 
dicated by the infant’s birth weight. Approximately 
80 per cent of the 238 premature births were 
spontaneous in onset and the remaining 20 per cent 
were induced by medical or surgical means. In 73 
per cent of the cases of spontaneous premature labor 
in which the cause could be determined the respon- 
sible factor was disease or abnormality of the uterus. 
its contents, or its appendages. 

In approximately 42 per cent of the cases of 
spontaneous premature labor the cause could not 
be determined. Spontaneous premature births of 
unknown cause were equally frequent in colored and 
white women. , 

Women under nineteen years of age gave birth 
more frequently to premature infants than women 
who were older. The incidence of premature delivery 
appears to be greater in women who have been 
previously delivered prematurely than in other wo- 
men. E. L. Cornett, M.D. 


Eastman, N. J.: Transverse Presentation. Am. J. 
Obst. & Gynec., 1932, Xxiv, 40. 

In 147 cases of transverse presentation studied at 
the Johns Hopkins Hospital, Baltimore, the mater- 
nal mortality was 3.4 per cent. The danger to the 
mother depends not so much on the mechanical 
difficulties presented by the transverse presentation 
as on certain associated conditions, particularly 
early rupture of the membranes, incomplete dilata- 
tion of the cervix, and placenta previa, complica- 
tions which are often the precursors of intrapartum 
infection and rupture of the uterus. 

In the cases reviewed in which the fetus weighed 
2,500 gm. or more, the fetal mortality was 27.6 per 
cent. If the cases in which cesarean section was 
done are excluded, it was 37.0 per cent. The factors 
responsible for the fetal deaths were early rupture 
of the membranes, slow and incomplete dilatation of 
the cervix, prolapse of the umbilical cord, and hour- 
glass contracture of the uterus. Hourglass contrac- 
ture of the uterus was observed in 8.2 per cent of the 





147 cases. It often occurred early in labor and was 
an important cause of fetal death. 

The author states that in every case of transverse 
presentation active measures to prevent early rup- 
ture of the membranes should be instituted. For 
this purpose the use of the vaginal bag is recom- 
mended. 

For certain cases, particularly those in which the 
membranes rupture early, the judicious use of csa- 


rean section is advised. E. L. Cornet, M.D. 
NEWBORN 


Wiener, R.: Experiences in the Treatment of 
Asphyxia of the Newborn and Conditions of 
Severe Dyspnoea in the Newborn and Infants 
with Carbon Dioxide Gas Mixtures (Erfahrungen 
ueber die Behandlung der Asphyxie der Neuge- 
borenen sowie der Zustaende von schwerer Atemnot 
bei Neugeborenen und Saeuglingen mit Kohlen- 
saeuregasgemischen). Arch. f. Kinderheilk., 1931, 
XCV, 65. 

The author reports on the various methods of 
treating asphyxia of the newborn. He calls atten- 
tion especially to the inhalation of carbon dioxide 
gas mixtures as a procedure which has proved of 
value. By experimental investigations in clinical 
cases and on animals it has been demonstrated that 
the respiratory volume and the respiratory ampli- 
tude are increased by the inhalation of carbon diox- 
ide. When the carbon dioxide content of the expired 
air is 8 per cent, subjective dyspnoea develops. 
When it is 12 per cent, respiratory amplitude and 
respiratory volume increase, to sink further with 
increasing narcosis. 

Henderson was the first to treat asphyctic con- 
ditions with carbon dioxide inhalations. He recog- 
nized that in asphyxia there is no oxygen poverty or 
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carbon-dioxide overcharging of the blood, but a 
deficiency of both oxygen and carbon dioxide. This 
has been proved by therapy, as it has been shown 
that the best results are obtained with the combined 
oxygen-carbon dioxide treatment. 

The author reports his experiences with inhala- 
tions of carbon dioxide gas mixtures in asphyctic 
conditions, viz., twelve cases of apparent death in 
newborn babies, twenty-three cases of severe dysp- 
noea in the first days of life, six cases of respiratory 
disturbances and collapse in nutritional: disturb- 
ances, and seventeen cases of disease of the respira- 
tory passages and lungs. The apparatus used con- 
sisted of an oxygen bomb and a carbon dioxide bomb, 
each with a pressure-reducing valve to regulate 
dosage, an extra bag, and a mask. 

In the case of asphyctic newborn babies the 
attempt is made first to start respiration by carbon 
dioxide or a carbon dioxide-air mixture. If this is 
unsuccessful after a few minutes, a mixture of 95 
per cent oxygen and 5 per cent carbon dioxide is 
introduced for from five to ten minutes at a rate of 
20 liters of oxygen per minute. However, it is 
usually possible to relieve the asphyxia by the first 
method. In almost every case the author saw 
astonishingly rapid recovery and deepening of the 
respiration. Particularly good results were obtained 
in dyspnoeic states due to disease of the respiratory 
passages and lungs. Improvement occurred in 
almost all of the seventeen cases of this type and 
became apparent immediately. Untoward effects 
were not noted even when repeated inhalations were 
given. In the cases of fifteen newborn babies who 
had inhaled the carbon dioxide gas mixture, autopsy 
revealed no pathological changes, and especially 
no alveolar tears or emphysema, that could be 
attributed to the treatment. J. Prerrs (G). 











ADRENAL, KIDNEY, AND URETER 


Kessler, E. E.: Gonorrheeal Infection of the Kidney 
Pelvis. Am. J. Surg., 1932, xvii, 189. 

The author believes that the demonstration by 
microscopic examination of Gram-negative intra- 
cellular diplococci in the urine obtained by ureteral 
catheterization of a patient with an uncured gonor- 
rhoca is suflicient to warrant a diagnosis of gon- 
orrheeal pyelitis. A culture to check this finding is 
unnecessary and, if the ureteral catheters have been 
sterilized with formaldehyde, may not be successful. 

While the infection may be carried to the kidney 
by various routes, it seems most logical to assume 
that it is spread by way of the blood stream. 

The symptoms of gonorrhoeal infection of the 
kidney pelvis vary greatly. They may consist in 
slight cloudiness of the urine or of severe pain in 
the loins with high fever, chills, and sufficient 
damage to the kidney to require nephrectomy. 

The question as to whether gonorrhceal infection 
of the kidney is primary or superimposed upon a 
previous infection is of more than academic im- 
portance. It is probable that in cases of pure 
gcnorrhceal infection of the kidney the kidney was 
rendered susceptible by mechanical interference with 
drainage. 

The author reports four cases. 

Henry L. SAnrorp, M.D. 


Colombano, M.: Cystic Dilatation of the Lower 
End of the Ureter (La dilatazione cistica dell’es- 
tremita inferiore dell’uretere). Arch. ital. di urol., 
1932, 1X, 33. 

The condition discussed in this article is an ex- 
pansion, sometimes cyst-like, of the ureter just be- 
fore it enters the bladder. It was first described by 
Smith in 1873. The dilatations containing stagnant 
urine often contains stones. The author cites two 
cases. In one, the diagnosis was made by cystoscopy 
and endovenous urography and the patient was 
cured by resection of the sac by open operation. 
In the other, the diagnosis was made by cystoscopy 
alone following a renal infection and a cure was 
obtained by nephrectomy. The author states that 
this lesion should always be considered in the diag- 
nosis of obscure urinary conditions. 

EuGENE T. Leppy, M.D. 


Jenkins, J. A.: The Diagnosis and Treatment of 
Stone in the Ureter. Ausiralian & New Zealand 
J. Surg., 1932, ii, 21. 


As ureteral colic is produced by various lesions of 
the urinary tract, a definite diagnosis of stone is im- 
possible unless a complete urological examination is 
made. 
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A ureteral stone may produce gross damage in its 
passage without causing pain. Even complete ob- 
struction may be painless. 

In the technique used by the author for examina- 
tion of the urinary tract a plane roentgenogram is 
first made and a cystoscopic examination then car- 
ried out. In the cases of males the cystoscopic ex- 
amination is made under caudal or spinal anesthesia, 
but in the cases of females local anesthesia is used. 
Just before the cystoscopic examination, indigo- 
carmin is injected intravenously. Its time of appear- 
ance and concentration on both sides are noted. 
Marked delay or failure of its appearance on one 
side may mean a decrease of renal function or ob- 
struction of the ureter. 

When obstruction is found a wax-tipped bulb or 
catheter is used through a direct cystoscope. The 
catheter is lubricated with olive ‘oil. At the site of 
obstruction a stereoscopic roentgenogram is made. 

The ureter is dilated with one or more catheters, 
either above or below the stone. If possible, the wax- 
tipped catheter is passed above the stone. The 
catheter or catheters are left in place. Olive oil, a 5 
per cent solution of novocain, and a 1 per cent solu- 
tion of mercurochrome are injected at frequent in- 
tervals. One end of a rubber band is fixed to the 
catheter and the other end attached to the thigh. 
Intermittent traction is applied. 

In complete obstruction due to an impacted stone 
operation may be delayed safely for two weeks if in- 
fection is absent. If infection is present, operation 
should be performed immediately. In cases of bilat- 
eral lesions conservative treatment is essential. 

Factors of importance in the formation of ureteral 
stones are stasis due to stricture, urinary ‘colloids, 
infections in the kidney and other parts of the body, 
ureteral obstruction, and vitamin deficiency. 

CLaupE D. Pickrett, M.D. 


Mathé, C. P.: The Diagnosis and Present-Day 
Treatment of Ureteral Stone. J. Urol., 1932, 
XXViii, 133. 

Mathé says that the diagnosis of ureteral stone is 
not simple as renal colic, hematuria, nausea, vomit- 
ing, chills, and fever may be produced by ureteral 
obstruction of any type. Moreover, calculous dis- 
ease of the ureter may simulate appendicitis, chole- 
cystitis, tabes dorsalis, duodenal ulcer, ovarian in- 
fection, and, in rare instances, intestinal obstruction 
and lobar pneumonia. In 25 per cent of the cases 
reviewed by the author an appendectomy or an 
operation for a pelvic disorder had been done. 

Some ureteral calculi can be felt through the va- 
gina or rectum. If possible, cystoscopic examination, 
ureteral catheterization, and X-ray examination 
should be carried out. 














A calcified gland, a phlebolith, or a sclerotic artery 
may be excluded readily, but calculi in a bifid ureter 
or in a diverticulum of the ureter may be difficult to 
diagnose. Ureteral pyelography is of diagnostic aid. 
Intravenous urography aids not only in the diagno- 
sis, but also in the estimation of the amount of renal 
damage. However, the author calls attention to the 
fact that renal function may be greatly reduced by 
a temporary obstruction of the ureter and may re- 
turn to normal when the obstruction is removed. 

Expectant treatment consists of the administra- 
tion of large amounts of water. This method is in- 
dicated only in cases of very small stones which show 
a definite tendency to migrate downward. 

Another conservative procedure consists of cysto- 
scopic maneuvers. The author describes the various 
ureteral catheters and dilaters employed. He pre- 
fers the use of the indwelling catheter together with 
the injection of olive oil, glycerin, and papaverin. 
This method was employed successfully in 79 of the 
122 cases reviewed. 

Occasionally ureteral meatotomy is done. Zondek 
states that the intramural portion of the ureter may 
be slit on the roof 14 cm. in the male and slightly 
less in the female. 

Relaxation of the body by means of hot sitz baths 
and hot rectal irrigations is advocated. 

Ureteral instrumentation is not without danger. 
In some instances dilatation by the introduction of 
instruments and the injection of solutions has caused 
rupture of the kidney or the ureter necessitating im- 
mediate operation to save life. 

Surgical interference is indicated in cases in which 
the calculus is impacted or within a diverticulum, 
cases with constant pain, cases in which the other 
kidney is diseased, cases of calculus in a solitary 
ureter, cases in which catheterization is impossible, 
cases in which severe reactions follow instrumenta- 
tion, and cases with symptoms of beginning anuria. 
The operation of choice is ureterolithotomy. 

Possible postoperative complications are ureteri- 
tis, stricture, periureteritis, and renal infection. 

In conclusion the author says that calculus disease 
of the ureter can be diagnosed definitely in from 95 
to 98 per cent of cases. In from 75 to go per cent the 
stone can be made to pass if the ureter is dilated to 
a diameter greater than that of the stone. Prolonged 
indiscriminate cystoscopic maneuvers are to be con- 
demned. In cases in which the stone shows no ten- 
dency to descend, ureterolithotomy is advisable. 

J. Sypney Ritter, M.D. 


Bolliger, A., and Walker-Taylor, P. N.: Late Re- 
sults After Unilateral Uretero-Intestinal Anas- 
tomosis: An Experimental Study with Refer- 
ence to the Alleged Renal Disuse Atrophy. 
Australian & New Zealand J. Surg., 1932, li, 33. 


Brief reference is made to the work done by 
McKenna, Sweet, and Stewart, Baird, Scott and 
Spencer, Goto, and Hinman and Belt. It was Hin- 
man who postulated the theory of renal disuse 
atrophy following ureteral transplantation. 
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The authors’ experiments were performed on six 
dogs. In the cases of three of the animals a left 
ureterocolostomy was performed; in the cases of two, 
a right ureteroduodenostomy; and in the case of one, 
a bilateral ureterocolostomy. The open tunnel 
technique was used in four of the experiments and 
the closed tunnel technique in two. Frequent de- 
terminations of urea were made on specimens of the 
blood and on the urine obtained from the rectum. 
In addition, indigocarmin and _phenolsulphone- 
phthalein tests were carried out and uroselectan 
was used to visualize the urinary tract. 

Experiment 1. Right ureteroduodenostomy. Re- 
peated catheterization of the rectum showed no 
fluid. Biopsy twenty-six days after the operation 
showed the kidneys to be normal and the right ureter 
to be unobstructed. Four months later conditions 
remained unchanged. Nine and a half months after 
the operation the dog died of sepsis due to a skin 
lesion. Necropsy showed the kidneys to be of equal 
and normal size. 

Experiment 2. Right ureteroduodenostomy. Lapa- 
rotomy was done fourteen days after the operation and 
again five months later. No changes were found in 
the kidney. Nine months after the operation uro- 
selectan showed the kidneys and ureters to be nor- 
mal. On palpation a year after the operation the 
kidneys were found normal. The dog disappeared. 

Experiment 3. Left ureterocolostomy. Because 
of illness, the dog was sacrificed three hundred and 
forty-nine days after the operation. A tumor of the 
spleen was found. The pelvis of the left kidney was 
slightly enlarged because of kinking of the ureter. 
Both kidneys showed chronic focal fibrosis. 

Experiment 4. Left ureterocolostomy. The right 
kidney was removed a year later. Four months after 
the nephrectomy intravenous pyelography showed 
dilatation of the left renal pelvis and ureter. The 
dog was in perfect health six months after the 
nephrectomy. 

Experiment 5. Left ureterocolostomy followed by 
removal of the right kidney sixteen days later. At 
the end of two years the dog was in good health. 

Experiment 6. Bilateral ureterocolostomy, the 
second operation being done nine weeks after the 
first. Eleven months after the second operation, 
death followed a large intravenous dose of urea. The 
right kidney was found hypertrophied and the left 
showed evidence of infection and extensive fibrosis. 

The results of these experiments refute Hinman’s 
theory of disuse atrophy. Atrophy due to infection 
or ureteral disturbances is not disuse atrophy. As in 
experiments performed by others, it was found that 
urine released into the duodenum is re-absorbed. 
In ureterocolostomy there is a limited but constant 
re-absorption. 

The authors emphasize that successful unilateral 
ureteroduodenostomy and ureterocolostomy are not 
followed by atrophy. After ureterocolostomy, the 
kidney to which the transplanted ureter belongs will 
function normally even when the other kidney is 
removed. CraupE D. Pickrei, M.D. 
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Sauer, H. von: The Clinical Phenomena and Pa- 
thology of Primary Tumors of the Ureter 
(Zur Klinik und Pathologie der primaeren Ureter- 
tumoren). Zischr. f. urol. Chir., 1932, xxxiv, 165. 

The author reports two cases of primary ureteral 
tumor. The first was that of a man fifty-seven years 
of age who complained of a dull pain in the right 
lumbar region and a drawing sensation in the region 
of the bladder. External palpation and cystoscopic 
examination failed to reveal the cause. Following 
the intravenous injection of indigocarmin, blue urine 
came from the left kidney after a period of five 
minutes, but none came from the right kidney. 
When a catheter was introduced into the right ureter 
for a distance of 21 cm. it encountered an obstruc- 
tion, and when the obstruction was overcome, 
weakly blue urine containing numerous leucocytes 
appeared from the right kidney. Intravenous pye- 
lography showed the left renal pelvis to be normal. 
On the right side, after one hour, the outlines of the 
pelvis could be made out as a plump sac showing no 
indication of the ureteral lumen and no entrance of 
the contrast medium into the ureter. Retrograde 
pyelography disclosed a poorly defined constriction 
of the ureteral lumen at the level where it opened in- 
to the kidney pelvis. A diagnosis of periureteritis 
was made. When the ureter was exposed it was 
found to be so embedded in masses of a malignant 
tumor that attempts to liberate it were given up as 
hopeless. The patient died despite roentgenother- 
apy. He presented the signs of cachexia, but did not 
develop hematuria. 

The second case was that of a man seventy-four 
years of age who had had a transient hematuria 
three years previously and when examined by the 
author was suffering from severe hematuria from 
the right side. In the right ureter the catheter met 
resistance after it had been introduced a distance of 
2cm. An attempt to overcome the obstruction re- 
sulted in renewed severe bleeding. After the catheter 
had been forced up the ureter a distance of 7 cm. the 
hematuria ceased and clear urine appeared. When 
the catheter was withdrawn, blood came from the 
lower 10 cm. of the ureter. Retrograde pyelography 
disclosed an irregular widening of the lower third of 
the contrast shadow of the ureter which suggested 
that the contrast material running back around the 
catheter from the renal pelvis was meeting with an 
irregularly shaped obstruction. Intravenous pye- 
lography disclosed a long defect produced by an ap- 
parently villous tumor. On account of his advanced 
age the patient was not subjected to operation, but 
was given roentgen therapy. 

The treatment indicated for ureteral tumor is ex- 
tirpation of the ureter and kidney together with the 
part of the bladder in which the ureteral lumen is 
situated. When this operation is followed by irradia- 
tion, the prospect of cure is not unfavorable. How- 
ever, the patient must be watched closely in order 
that if a metastasis appears in the bladder he may be 
given further treatment immediately. 

A. ROSENBURG (Z). 





Creevy, C. D.: 
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BLADDER, URETHRA, AND PENIS 


Sudden Decompression of the 
Chronically Distended Urinary Bladder: A 
Clinical and Pathological Study. Arch. Surg., 
1932, XXV, 356. 

Following a review of the literature the author 
reports his observations in seventy-one cases of 
prostatic hypertrophy with urinary retention in 
which death resulted while the patient was under 
treatment. He draws the following conclusions: 

1. Many patients with chronic incomplete reten- 
tion of the urine undoubtedly die as a direct result 
of catheterization. 

2. That death may result solely from the me- 
chanical effect of this sudden emptying of the blad- 
der has been claimed repeatedly, but has not been 
proved. 

3. Most patients who die as a result of catheter- 
ization die of infection. 

4. Whether there is any connection between the 
rate at which the bladder is emptied and the fatal 
issue (infection) is a moot question. 

5. It seems more likely that the introduction of . 
infection into a urinary tract prepared by long- 
standing obstruction is the causeof the fatal issue, 
regardless of the rate at which the bladder is emp- 
tied. 

6. The value of gradual emptying of the chroni- 
cally distended bladder is therefore open to question, 
although complete abandonment of this procedure 
is perhaps not justified. | Donatp K. Hisss, M.D. 


GENITAL ORGANS 


Close, W. J.: Prostatectomy with Closure of the 
Bladder, with Reference to a Modification of 
the Harris Operation. Med. J. Australia, 1932, 
il, 47. 

The author offers a modification of the Harris 
method of prostatectomy in which the bladder is 
closed at operation. He has tried this modification 
in six cases. In five, it was successful. In one case 
re-opening of the bladder was necessitated by sec- 
ondary hemorrhage due to a retained gauze tampon. 

The usual suprapubic incision is made. The 
enucleation of the prostate is performed intra- 
urethrally in order to preserve as much mucosa on 
the bladder aspect as possible. Next, a pursestring 
suture of No. 2 plain catgut is passed in and out 
around the margin of the bladder mucosa, the latter 
being transfixed at six or seven points by means of 
a boomerang needle. Then, a No. 12 E Pezzar 
catheter is inserted and carried through the urethra 
by means of a special instrument much like the 
mandarin used to carry an ordinary urethral cathe- 
ter. The pursestring is tightened around the Pezzar 
catheter behind the bulge and traction sufficient 
to control the bleeding is made by fixing the cathe- 
ter to the thigh with adhesive tape. The bladder 
is tightly closed and the space of Retzius drained 
with two rubber drains. The traction is released after 














twenty-four hours and the catheter removed after 
from eight to ten days. THEoporE P. Graver, M.D. 


Coleman, C. A., Mackie, J. A., and Simpson, W. 
M.: Primary Malignant Neoplasms of the 
Epididymis. Surg., Gynec. & Obst., 1932, lv, 111. 

The authors report a case of primary malignant 

neoplasm of the epididymis and review the literature 
on these rare tumors. Their patient was a man fifty- 
one years of age. The onset of the symptoms was 
sudden. The nature of the growth was determined 
only by pathological examination of the removed 
epididymis. The patient refused further treatment 
and died ten months after the operation. The 
pathological diagnosis was “malignant teratoma of 
the undifferentiated embryonal carcinoma type.” 
The authors believe that this neoplasm corresponded 
to the type commonly originating in the testicle and 
disproved the theory that such tumors have their 
origin in the spermatoblasts of the germinal epi- 
thelium. They attribute the origin of these tumors 
to pre-existing teratomata in which one of the tissue 
elements undergoes malignant transformation. 

DONALD K. Hrsss, M.D. 
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Ross, J. M.: Chorionepithelioma of the Testis. 
J. Path. & Bacteriol., 1932, xxv, 563. 

The author reports a case of chorionepithelioma 
of the right testis in a man thirty years of age. The 
patient presented symptoms suggesting pulmonary 
metastases. At autopsy, metastases were found in 
the lungs and liver, the retroperitoneal, periaortic, 
thoracic, and cervical lymph glands, and the vena 
cava. On section of the right testis, which was not 
enlarged, a soft, yellowish-white tumor was found. 
The left testis was normal. 

The article is summarized as follows: 

1. A case of testicular tumor is described in which 
the pulmonary metastases consisted of tissue 
morphologically identical with typical chorionepi- 
thelioma. The primary tumor, though small, was 
largely necrotic. 

2. In the abdominal metastases the origin of 
syncytium and of Langhans cells could be traced 
to small, cubical, darkly staining cells which also 
gave rise to the formation of carcinomatous tissue 
and were found in blood vessels, lymphatics, and the 
peripheral sinuses of lymph glands. 

J. SypNey Ritter, M.D. 





CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Giuliani, G.: Skeletal Diseases of Growth (Malattie 
scheletriche della crescenza). Chir. d. organi di 
movimento, 1932, XV, 105. 

The author discusses Koehler’s disease of the 
second metatarsal and the scaphoid bones, calcaneal 
apophysitis, Perthes’ disease, epicondylitis humeri, 
Osgood-Schlatter disease, and similar affections 
involving the patella and trochanter. The results of 
his experimental and clinical research regarding 
these conditions have convinced him that they 
should be grouped together. 

In all of these conditions the chief contributory 
factor is continuous trauma. Of 155 cases which 
Giuliani was able to collect, a history of definite 
trauma was given in 98 and a history of probable 
trauma in 57. As the vast majority of these lesions 
occur in the lower extremities which are exposed to 
weight-bearing and injury, the traumatic theory is 
apparently the most plausible. Other causes are an 
attenuated form of osteomyelitis, latent rickets, 
tuberculosis, lues, embolic infection, disturbances of 
glands of internal secretion, lesions of the sciatic 
nerve, and avitaminosis. 

The pathological anatomy of all of the bony 
lesions mentioned consists in destruction of the 
cartilage cells, atrophy of the ossification centers, 
necrosis, and replacement of bone cells by fibrous 
tissue proliferation. 

The symptoms are local swelling, inability to 
support weight, decalcification, and partial or total 
absorption of the bone. 

As treatment, the author recommends rest and 
immobilization of the part. S. L. GovernaLn, M.D. 


Rovida, F.: 
malattia di Schiiller-Christian). 
xix, 667. 


Schiller-Christian Syndrome (Della 
Radiol. med., 1932, 


In a review of the literature the author was able 
to find only thirty-nine cases of Schiiller-Christian 
disease. ‘To this small number he adds a case of his 
own. The patient was a boy twenty-three months 
old. Examination disclosed a soft, doughy mass 
in each temporoparietal region, a large mass 
over the right eye, definite bilateral exophthal 
mos, and a purulent discharge from the antero 
posterior portion of the right external auditory 
meatus. The right eye was more prominent than 
the left. X-ray examination revealed areas of decal- 
cification in the skull, humerus, pelvis, and verte 
bre. Genital and physical development were appar 
ently arrested. All laboratory tests, including the 


Wassermann test, failed to show the cause of the 
condition. 
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Because of the obscurity of the diagnosis, the 
author subjected the child to a course of neosal- 
varsan therapy. As this resulted in no apparent» 
improvement, he tried roentgen therapy. Soon 
after the roentgen treatment the child increased in 
weight, the discharge from the right ear ceased, 
growth became normal, and the areas of decalcifica- 
tion in the bones gradually decreased in size and 
increased in density. 

The manifestations 
drome include: 

1. Xanthomatosis of the flat bones such as the 
orbital, temporoparietal, and pelvic bones. Some- 
times, as in the case reported, the humeri are also 
involved. The xanthomatous changes are char- 
acterized by a soft doughy swelling with extensive 
decalcification of the involved bones. 

2. Exophthalmos from a mechanical intracranial 
or intra-orbital process. By extension, the xantho- 
matosis of the temporoparietal and orbital bones 
involves the dura mater, sella turcica, pituitary 
gland, and tuber cinereum. The involvement of the 
pituitary gland causes: 

3. Diabetes insipidus with polyuria, polydipsia, 
and polyphagia. 

In the diagnosis it is necessary to rule out meta- 
static hypernephroma, multiple myelomata, osseous 
tuberculosis, gummata, rickets, and Paget’s disease. 

The cause of the Schiiller-Christian syndrome is 
unknown, but morbid changes in the pituitary gland 
and the center of calcium metabolism in the dien- 
cephalon are believed to be factors. 

S. L. GOVERNALE, M.D. 


of Schiiller-Christian syn- 


Stewart, M. J., and Taylor, A. L.: Observations on 
Solitary Plasmocytoma. J. Pulh. & Bactleriol., 
1932, XXXV, 541. 

Tumors composed of plasma cells occur chiefly in 
bones, where they are usually multiple and con- 
stitute a variety of multiple myeloma, and in the 
upper air passages, where they are usually solitary. 

The authors report four cases of solitary plasma- 
cell tumor in which the neoplasm occurred respec- 
tively in the humerus, the maxilla, the nasopharynx, 
and the floor of the mouth. In none of these was 
there any evidence of recurrence or metastasis after 
operative removal of the tumor. 

These cases constitute evidence that there is a 
solitary form of plasma-cell tumor occurring both in 
bone and the upper air passages which usually shows 
at most only a local malignancy and is amenable to 
local operative treatment. 

As the solitary plasmocytoma of bone is likely to 
be mistaken clinically for an endosteal tumor of high 
malignancy, biopsy should be done before radical 
surgical treatment is undertaken. 

















The article contains a review of solitary plas- 
mocytomata reported by others and presents evi- 
dence supporting the conclusion that these are true 
neoplasms and not inflammatory processes. 

CuEsTER C. Guy, M.D. 


Hansen, J.: Open Wounds of the Large Joints (Die 
offenen Verletzungen der grossen Gelenke). Deutsche 
Ztschr. f. Chir., 1932, CCxxxv, 468. 

The author reports on open wounds of the joints 
treated in the Bochum Hospital in the period from 
1925 to 1930. The 75 joints involved included 37 
knees, 21 foot joints, and 17 elbows. The basis of 
the treatment of such wounds consists of immediate 
closure after extensive excision of contaminated and 
frayed tissues, the removal of splintered bone and 
cartilage, the reduction of fractures and dislocations, 
and irrigation with phenol-camphor, a small amount 
of which is left in the joint. Menisci are extirpated 
and not sutured. Large joints, like the condyles, are 
nailed. The patella is sutured with silk. After 
several days of rest in a Volkmann splint, the joint 
is carefully exercised. When flexion of 90 degrees is 
possible the patient is permitted to get up as this 
induces his active codperation. In the presence of 
joint infection, Payr’s method is used, the joint 
being aspirated, irrigated with phenol-camphor, 
incised, drained, and, if necessary, resected and 
amputated. Flail joints must be kept under careful 
observation as in time they become looser and the 
patient may then receive no disability compensation. 

The author presents an interesting historical 
review of the methods of treating joint wounds 
which indicates that, in this field also, old views and 
methods are returning. Of thirty-seven wounds of 
the knee joint, 19 were caused by the blow of an ax. 
Of the latter, ten were completely healed within a 
period of from five to eight weeks. In injuries caused 
by dull force the results were much less favorable. 
Of the patients with such wounds, only five were 
able to return to work within five weeks. However, 
amputation was necessary in only two cases. In the 
cases of ax wounds there were two deaths, but in 
those of wounds due to dull force there was no 
mortality. 

In the cases of wounds of the ankle the results of 
extirpation of the astragalus, which was done in 
three, are particularly interesting. Primary removal 
of the astragalus was done because healing seemed 
hopeless. The period of convalescence was therefore 
prolonged up to twelve months. The permanent 
disability was 50 per cent. Ankylosis at 90 degrees 
caused disability of 20 per cent, and ankylosis at 100 
degrees, disability of 30 per cent. 

In the cases of wounds of the elbow joint there was 
no mortality. The chief cause of permanent dis- 
ability was arthritis deformans. Of seventeen 
patients with wounds of the elbow, 11 recovered with 
no disability and three had a permanent disability 
ranging from 25 to 50 per cent. 

In his summary the author states that present-day 
active methods of treatment are much better than 
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the methods previously employed. He compares 
the results herewith reported with statistics pub- 
lished in 1913. VOGELER (Z). 


Freund, E.: General Chronic Suppurative Arthritis 
—Polyarthritis Chronica Purulenta—as a Dis- 
ease Entity (Die allgemeine chronische Gelen- 
keiterung—Polyarthritis chronica purulenta—als 
Krankheitsbild). Arch. f. path. Anat., 1932, cclxxxiv, 
384. 

The author describes a new disease, polyarthritis 
chronica purulenta, on the basis of the postmortem 
findings in two cases. The condition develops at an 
advanced age. It affects practically all of the joints 
and may last for years. 

Acute exacerbations occur. In the early stages the 
joints are filled with a thick creamy pus. The articu- 
lar cartilages are more or less extensively destroyed. 

The cartilage may show large excavations extend- 
ing as far as the spongiosa. However, the spongiosa 
is very rarely involved in the purulent inflammation. 
In the stage of healing, only pseudankyloses form. 

Chronic purulent polyarthritis may follow pri- 
mary chronic polyarthritis. | Part Lewin, M.D. 


Ghetti, L.: A Contribution to the Study of Sub- 
cutaneous Rupture of the Tendinous Inser- 
tions of the Biceps Brachialis (Contributo allo 
studio della sottocutanea dei tendini di inserzione 
del muscolo bicipite brachiale). Chir.d. organi di 
movimento, 1932, XVii, 137. 

Ghetti reports seven cases of rupture of the 
tendinous insertion of the biceps brachialis muscle. 
This injury is most common in men between the ages 
of forty-seven and forty-nine years. The author’s 
youngest patient was forty-three years, and his 
oldest, sixty-one years, of age. 

The rupture has been attributed to trauma and to 
the presence of a chronic inflammatory process 
involving adjacent joints and ligaments and causing 
a diminution in the caliber of the tendinous fibers, 
proliferative arthritic changes in the tendino-osseous 
insertion of the lacertus fibrosus, and ischemia. 

The usual symptoms are intense pain, inability to 
flex the forearm on the arm, and the appearance of a 
mass on the anterior aspect of the arm, which 
varies in its location according to the level of the 
laceration. In 98 per cent of the cases the swelling 
appears in the lower third of the arm. Less com- 
monly, it is found in the belly of the biceps, and 
least commonly in the upper third of the arm. A 
mass in the upper third always signifies an intra- 
articular laceration of the proximal tendon of 
the biceps. In some cases the only indication of the 
condition is the swelling. These are the cases in 
which the rupture is preceded by chronic inflamma- 
tion in joints and ligaments. 

The prognosis is good. In a large number of 
cases of subcutaneous rupture of the long head of the 
biceps tendon the patient recovers sutliciently to 
resume his former occupation after two or three 
weeks. Ultimately all patients recover the ability 
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to flex the forearm. Several months after the acci- 
dent, decided hypertrophy of the biceps brevis and 
coracobrachialis muscle with simultaneous atrophy 
of the biceps longus brachialis is observed. 

Conservative treatment includes a corrective 
functional position of the arm, massage, and special 
exercises and occupational physical therapy to restore 
function. The operative treatment consists of suture 
of the ruptured tendon or transplantation of the ten- 
don into an adjacent bone. For rupture of the prox- 
imal end of the tendon, Ghetti recommends trans- 
plantation into: (1) the acromial process, (2) the 
upper edge of the glenoid, (3) the tendon of the pec- 
toralis minor, or (4) the intertubercular sulcus. In 
cases of traumatic rupture of the lacertus fibrosus, the 
ulna or radius may be used for anchorage. 

S. L. GovERNALE, M.D. 


Wagoner, G., and Pendergrass, E. P.: The Intrin- 
sic Circulation of the Vertebral Body, with 
Roentgenological Considerations. Am. J. Roent- 
genol., 1932, xxvii, 818. 

In a study of seventy-five vertebre obtained 
from subjects ranging from a fetus to an adult 
seventy-two years old the authors found that the 
vertebral bodies contain large venous sinuses which 
may occupy 4o per cent of their volume. These were 
studied with the aid of bismuth injections made into 
the abdominal aorta. There are two pairs of veins 
for drainage. One pair emerges at the anterolateral 
aspect and the other at the posterior wall. They 
empty into the vena cava through the lumbar veins. 
When these channels were followed into the interior 
of the vertebral body they were found to anastomose 
freely and to send columns up and down to the 
articular plates of the body. Thus is formed a cav- 
ernous sinus which is lined with flat epithelial cells. 
The circulation in this structure is sluggish, a fact 
which probably accounts for the frequent localiza- 
tion of primary disease and metastases in this region. 

Examination of the blood elements in the venous 
sinuses showed marrow cells and hematopoietic tis- 
sue which suggested that this spongy bone is the site 
of formation and destruction of the cellular elements 
of the blood. 

The arterial supply of each vertebral body comes 
from two sources: (1) branches of the lumbar arteries 
encircling the body from the anterior side, each of 
which sends one or two arteries directly into the 
bone, and (2) a pair of small branches from the ar- 
teries in the spinal canal which penetrate the spongy 
bone of the body at the posterior wall. These arteries 
are very much smaller than the veins which emerge 
from the bodies. WiLi1aM ARTHUR CLARK, M.D. 


Pouzet, F.: Tuberculosis of the Neck of the Femur 
in Children (La tuberculose du col fémoral chez 
lenfant). Rev. de chir., Par., 1932, li, 405. 

During the period when resection of joints was in 
vogue only massive tuberculous involvement of the 
femur was recognized and the more limited lesions 
which were amenable to conservative operation 
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largely escaped notice. As late as 1885, Ollier 
regarded simple curettage as a very dangerous opera- 
tion. Kocher, Volkmann, Schmith, and Gangolphe 
demonstrated that osteitis of the neck of the femur 
may heal without involvement of the joint. Finally, 
Ménard, and particularly Waldenstrém, brought 
some precision to the description of the various 
lesions. 

In general, diffuse involvement of the neck of the 
femur represents early disease, while encysted 
lesions represent disease of relatively long standing 
which has a strong tendency to heal. Involvement 
of the bulbar portion of the neck may be central or 
peripheral. Peripheral involvement tends co extend 
along the upper surface of the bone. Osteitis of the 
trochanter usually extends to the neck, where the 
lesion comes into intimate contact with the synovial 
membrane. Of fifteen of the author’s patients, only 
three did not have an articular reaction. 

Clinically, the cases may be divided into three 
groups: (1) those with an attenuated arthritis, 
(2) those with pain in the hip but no notable articu- 
lar reaction, and (3) those in which a cold abscess is 
the only manifestation of the disease. 

At the present time cervical tuberculosis is rarely 
operated upon. Most of the lesions are relatively 
diffuse and, particularly in the hip, an operation 
which fails to eradicate the disease completely is 
almost certain to result disastrously. Only the 
central lesions of the neck and diaphysis and the 
encysted lesions of the trochanter which have 
invaded the neck should be treated surgically. Even 
in these, operation probably has only the advantage 
of saving time because good results can be obtained 
by immobilization alone. Even after a successful 
operation, immobilization for from six to twelve 
months is essential. The operation is not consid- 
ered of much value to protect the joint against in- 
vasion. 

The article contains fourteen case histories and 
thirteen roentgenograms. 

ALBERT F. DE Groat, M.D. 


Driels, A.: Joint Lipomata of the Lower Extremi- 
ties (Ueber Gelenklipome der unteren Extremi- 
taeten). Arch. f. orthop. Chir., 1932, Xxxi, 330. 


Relatively benign subcutaneous lipomata, which 
do not require treatment, are frequently found in 
the lower extremities. Other rarer lipomata, which 
sometimes may be mistaken for malignant tumors, 
stretch the overlying skin and irritate it to the point 
of ulceration, while still others cause disturbances 
by their size. Recently the author saw a lipoma the 
size of an apple between the first and second meta- 
tarsal bones, which spread the toes apart so far 
that the patient was unable to wear a shoe. 

Deeply lying lipomata that are difficult to recog 
nize often cause symptoms by pressure on their 
surroundings, especially on the nerve trunks. 
Kuettner reported a lipoma deep in the gluteal 
region, the character of which was not determined 
until operation was undertaken for a supposed sar 
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coma. Periosteal lipomata and lipomata situated 
in the muscles qre often very large. Reiss has called 
attention to their roentgenological appearance. 

Lipomata in the tendon sheaths manifest them- 
selves as widely branching extensive tumors of the 
type of lipoma arborescens. Of the eighteen tumors 
of this type described by Strauss up to 1922, only 
two were diagnosed definitely. In the case of one, a 
tentative diagnosis of lipoma was made, but in the 
cases of the others the condition was believed to be 
tuberculosis, tendosynovitis, or hygroma. 

Articular lipomata have been described still less 
often. Hoffa differentiated the solitary lipoma of 
the knee—developed from the subsynovial fatty 
tissue—from the arborescent lipoma, the neoplastic 
nature of which he denied as well as that of the 
inflammatory-fibrous hyperplasia of the fatty tissue 
of the knee which normally lies under the liga- 
mentum patella, so-called ‘‘ Hoffa’s disease.”” These 
lipomata are frequently discovered at operation for 
internal injuries of the knee. The connective tissue, 
fat-containing, strand mentioned by Hoffa extends 
with varying thickness from the plica alaris up to 
the intercondyloid fossa. Coarser macroscopic fat- 
body changes in the knee are rare and as a rule are 
secondary. Hoffa and Becher have called attention 
to the traumatic origin of fat-body changes in the 
knee joint which are of great significance in trau- 
matic surgery. 

The author takes up in detail the symmetrical 
lipomata of the upper part of the ankle joint in 
persons with flat-feet or weak arches, neoplasms 
which were first described by Gaugele in ty05. Below 
and anterior to the external malleolus there is a 
more or less circumscribed and demarcated swelling 
of the soft parts, which frequently cannot be defined 
by palpation alone. As the patients often have weak 
ankles, this swelling may easily be mistaken for 
protrusion of the joint capsule with rupture of the 
ligamentous apparatus due to distortion. The failure 
of conservative treatment leads to recognition of the 
nature of the condition. Supportive treatment of the 
arch without removal of the lipoma is useless. 

Like Gaugele, the author was able, in two cases, to 
relieve the symptoms permanently by removing the 
lipomata. In the case of a woman seventy-one years 
of age who had had improper treatment for ye rs, 
Driels found a swelling the size of a small apple below 
the external malleolus. This swelling was more 
circumscribed on the left side. On the right side it 
extended to the back of the foot. The patient had 
bilateral flat-foot. Movement of the foot joints was 
generally free, but in the upper part of the ankle 
joint it was painful. Operative removal of both 
lipomata was followed by primary healing. The 
after-treatment consisted of the use of hot air, 
massage, motion therapy, and foot plates. The 
patient, who had had slight symptoms of exoph- 
thalmic goiter, has been free from symptoms for six 
months. 

In the case of a sixty-three-year-old woman with 
obesity and with arthritic deformities of the hands 
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and knees, tender swellings the size of the palm of 
the hand were found beneath both external malleoli. 
These swellings extended up to the leg, but were 
distinctly demarcated below. The patient had flat 
feet. Movement of the foot was free, but caused pain 
in the upper ankle joints. The operation and its 
results were the same as in the first case. 

In the case of a woman with marked obesity and 
severe ankylosing arthritis deformans in both hips, a 
circumscribed tumor the size of a hen’s egg was 
found below both the internal and the external 
malleoli. As treatment of the arthritis was more 
urgent, the tumors could not be removed. 

In all of the three cases there were fibrolipomata 
extending into the ankle joint or arising from it 
which showed a distinctly circumscribed encapsu- 
lated form. The two first patients had disturbances 
of the thyroid, ovary, and pituitary glands. A trau- 
matic origin of the lipomata due to weakness of 
the joints should be considered. This was indicated 
by the histological findings in the first case, in which 
slight traumata had caused an inflammatory infil- 
tration. The treatment of choice is always operative 
removal of the lipomata to make suitable plate ther 


_ apy possible. 


The article includes illustrations showing the 
condition before and after the operation. 
H. ENGEL (Z). 


Lagomarsino, E. H.: Flat-Foot (Pie plano). Rev. de 
orlop. y traumatol., 1932, i, 417. 

Following a discussion of the normal and patho- 
logical anatomy and the physiology of the foot the 
author gives a clinical review of 100 cases of flat- 
foot. 

He calls attention to the fact that the arch of the 
foot is maintained by its peculiar bony structure and 
ligamentous supports. The external or calcaneo- 
cuboidal arch is lower than the inner arch, and when 
the weight is borne on the foot it is obliterated and 
comes into contact with the supporting surface. 
The highest point of the inner arch is the midtarsal 
joint between the astragalus and scaphoid bones. 
This joint permits motion in the tarsal region at the 
expense of stability. 

The foot is supported by ligaments, plantar fascia, 
and muscles. When it is used actively, the arch is 
partially supported also by muscles, but when it 
bears the weight of the body in standing, the liga- 
ments bear almost all of the strain. The arches are 
thus slightly depressed because of elasticity of the 
ligaments and fascia. The astragalus bearing the 
weight rotates inward and downward on the cal- 
caneum and forward to the scaphoid and cuneiform 
bones until it is checked by the resistance of the 
ligaments and the interlocking of bones. 

Flat-foot may be either congenital or acquired. 
The congenital type is due to errors of development 
such as supernumerary bones. The acquired type 
may be organic or functional. Lesions of the bones 
themselves, such as osteitis, rickets, and fractures oi 
the calcaneum and astragalus, may result in flat-foot. 
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The condition may be secondary also to poliomyelitis 
andsyringomyeliaormay be compensatory to another 
deformity such as scoliosis, genu varum, genu val- 
gum, rachitic curvature of the tibia, and malunion 
of a malleolar fracture. Factors which change the 
equilibrium between the resistance of the tarsal arch 
and the weight it supports are important. The re- 
sistance of the arch may be reduced by prolonged 
confinement in bed, venous stasis, or chronic consti- 
tutional disorders. The load supported is increased 
by a gain in body weight, amputation of a foot, and 
sudden and prolonged action to which the feet are 
unaccustomed. Mechanical factors include ill-fitting 
footwear. 

The mechanism of flat-foot consists in relaxation 
of the structures which maintain the longitudinal 
arch, especially of the inferior calcaneoscaphoid 
ligament upon which the head of the astragalus rests. 
As this ligament stretches, the head of the astra- 
galus becomes depressed and the anterior portion of 
the foot becomes abducted at the midtarsal joint. 

The treatment employed should attempt to 
restore and maintain the structures of the arch in 
normal position. The use of commercial arch sup- 
ports should be severely condemned. The method 
chosen to restore the arch must depend upon the 
conditions in the particular case. The arch of the 
foot should be raised by means of graduated 
individual moulds made in plaster or some other 
material. When the arch is sustained by a proper 
support overstrained ligaments and muscles will 
recover. The restoration of normal physiology is 
aided later by passive movements, physical therapy, 
and graduated exercises. 

Operative treatment should be reserved for the 
very severe cases which will not respond to other 
forms of treatment and those in which tendon trans- 
plantation is necessary. Arthrodesis of articular 
surfaces with reconstruction of the bony arch by the 
excision of wedges has been frequently performed 
with satisfactory results. 

WILirAm R. MEEKER, M.D. 
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Huard, P., and Montagné, M.: Amputation at the 
Lower Third of the Thigh. The Present Status 
of the Technique and the Prosthesis (L’amputa- 
tion de cuisse au tiers inférieur. Etat actuel de la 
technique et de l’appareillage). Rev. de chir., Par., 
1932, li, 361. 

This article is based on research carried out at 
the Marseilles Center for Prosthesis during the past 
five years. 

Except for the gastrocnemius, there are no im- 
portant muscle attachments to the lower third of 
the femur. Of the large muscles which pass over 
this region, those on the posterior side are the long- 
est and the most retractile. If it is desired to have 
a circular scar as the final result, the original 
line of incision must be an ellipse with the posterior 
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part more distal than the anterior part, as the 
former will retract more than the latter. 

The elliptical amputation (accredited to Duval) 
is preferable to the circular amputation. It may be 
done rapidly with the use of a tourniquet at the 
time of section or with ligation of the vessels and 
nerves as they are exposed. The anterior part of 
the incision may be as low as the patella and the 
posterior part 2 or 3 cm. lower. The femur is am- 
putated at the usual higher level, the periosteum 
being treated carefully so as not to leave any tags 
to cause the formation of osteophytes. 

The anterior flap method is of value in cases in 
which posterior skin is unavailable because of sepsis 
or some other condition, but as it does not yield a 
good conical stump it is not the method of choice. 

To obtain the best results with an artificial limb 
the surgeon should form the stump to fit a prede- 
termined type of prosthesis. The best point of 
support for weight-bearing is the ischium; the next 
best, the peripheral portion of the stump; and the 
poorest, the end of the stump. In some cases the 
stump may change in form so as to require a change 
in the point of pressure. In cases of irritation it 
may be necessary to change the point of weight- 
bearing from the ischium to the end of the stump 
or vice versa. 

Much difficulty is experienced in bilateral femoral 
amputations. The first requirement is good morale 
of the patient in order that he may learn how to 
manage two artificial limbs. The authors cite four 
cases. In one, a very good result was obtained, the 
patient being able to go upstairs with a cane and 
to sit on the ground and get up again by himself. 
In two, the result was fairly good, and in one it 
was poor. WILLIAM ARTHUR CLARK, M.D. 


Galland, M.: Key Arthrodesis of the Ankle Joint 
(Le clavetage de J’articulation tibio-tarsienne). 
Presse méd., Par., 1932, xl, 529. 

Galland describes an operation for arthrodesis 
which employs the mechanical principle of the cotter 
key. A hole is made transversely through the ankle 
joint, the drill cutting equally into the articular 
surfaces of the astragalus and the tibia. Into the 
hole an autogenous bone peg is driven. The details 
are as follows: 

The internal malleolus is exposed by an oblique 
incision directed downward and forward. From the 
surface of the malleolus and the adjacent shaft a 
bone flap is fashioned with a chisel. A pedicle is 
left at the proximal end. The resulting groove is 
deepened to expose the interline of the joint. A 
thin drill is then passed through the joint into 
and nearly through the external malleolus. The 
hole is enlarged with an 11-mm. drill. 

The graft consists of a piece of tibia removed with 
a twin saw or a segment of the fibula. In the latter 
case a dowel is made. The graft is driven through 
the joint and the end covered by the bone flap. 

The exact indications of the operation remain to 
be determined. At present the author believes that 

















the procedure is best suited to tuberculous osteo- 
arthritis in the adult which has been rendered 
quiescent by immobilization. In this condition it 
may be substituted for astragalectomy, which is a 
poor operation except in the cases of children. The 
chief advantages of the procedure are immediate 
locking of the joint and extensive bony ankylosis. 
The article has six illustrations, including one 
roentgenogram. ALBERT F. De Groat, M.D. 


FRACTURES AND DISLOCATIONS 


Capener, N., and Pierce, K. C.: Pathological Frac- 
tures in Osteomyelitis. J. Bone & Joint Surg., 
1932, XiV, 501. 

Of a series of 1,086 cases of osteomyelitis treated 
in the Surgical Clinic of the University of Michigan, 
1 or more pathological fractures occurred in 18. 
One-third of all of the pathological fractures in the 
clinic were due to osteomyelitis. Some of the causes 
of these fractures are: (1) inadequate support of 
bones weakened by the rapid formation of a large 
sequestrum, (2) the removal of too much involucrum 
in the operation of saucerization, (3) long-standing 
atrophy of disuse, (4) inadequate immobilization 
after operation, and (5) too early weight-bearing. 
Of the 18 fractures cited, 16 were in the femur or 
humerus and rs occurred after operation. 

Mavrice L. DALE, M.D. 


Mettenleiter, M. W.: The Effect of Irradiation of 
the Thymus on Artificial Fractures in White 
Rats. Am. J. Surg., 1932, xvii, 177. 

The fact that removal of the thymus gland in 
young animals causes a retardation of growth and 
softening of the bones indicates a_ relationship 
between the thymus and the osseous system or 
calcium metabolism. The hypersensitivity of the 
thymus to the roentgen rays is well known. Large 
doses of roentgen irradiation have a destructive 
effect on this gland. On the theory that small or 
fractional doses might have a stimulating effect on 
the thymus, and that this might result in improved 
healing of fractures, the author carried out a series 
of experiments on rats with artificial fractures. The 
amount of callus formation was determined by 
X-ray examinations at weekly intervals. It was 
found that the fractures became repaired more 
quickly in the animals subjected to roentgen irra- 
diation of the thymus than in the controls. The 
author therefore suggests that small doses of 
roentgen-ray irradiation might prove of value in 
clinical cases of delayed healing of fractures. 

CHESTER C. Guy, M.D. 


Rotolo, G.: Fractures of the Surgical Neck of the 
Scapula Associated with Fracture of the Clavi- 
cle (Le fratture del collo chirurgico della scapola 
associate a frattura della clavicola). Arch. ital. di 
chir., 1932, XXxi, 385. 


The author reports four cases of fracture of the 
surgical neck of the scapula associated with fracture 
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of the homolateral clavicle. In three cases the clavi- 
cle was fractured in the middle third and in one 
case at the acromial extremity. In one case there 
were multiple fractures of the ribs. 

In discussing the pathogenesis of these fractures, 
Rotolo says that in his opinion the fracture of the 
scapula is a result of direct force acting on the 
scapula posteriorly. Such a force would tend to 
push the shoulder in an anterior and medial direc- 
tion. The muscles tend to maintain the shoulder 
upward and backward. If the ligamentous attach- 
ments of the clavicle do not yield, the clavicle is 
buckled forward and, if the force is sufficiently 
great, the clavicle is fractured. The fracture of the 
clavicle may be complete or incomplete. 

The author has been able to produce the various 
fractures of the scapula in cadavers, but has been 
unable to cause the concomitant fracture of the 
clavicle because, in the cadaver, the muscular action 
which, in the living, immobilizes the clavicle is ab- 
sent, the shoulder therefore not being kept actively in 
a posterior upward position. Peter A. Rost, M.D. 
Platt, H.: Colles’ Fracture. Brit. J. J., 1932, ii, 288. 

The author classifies fractures of the wrist accord- 
ing to the method of Destot as follows: 

1. Anterior fractures, including 3 distinct types 
of injury: (a) fracture of the radial styloid process, 
(b) anterior marginal fractures, and (c) the so- 
called reversed Colles or Smith fracture. 

2. Posterior fractures, including: (a) the classical 
Colles fracture, and (b) posterior marginal frac- 
tures. 

Of these séveral types, Colles’ fracture is of the 
greatest importance because of its frequency and 
because of special mechanical difficulties sometimes 
encountered in its treatment. Of a series of 835 
recent fractures of the lower end of the radius, 571 
were Colles fractures, 174 were separations of the 
radial epiphysis, and 90 were styloid and marginal 
fractures. 

Platt reviews the history of Colles’ fracture, 
beginning with articles published by Petit in 1726. 
He cites Pouteau’s report on the condition in 1783, 
Dupuytren’s discussion of this injury in his clinical 
lectures, and the description of the fracture by 
Colles in 1814. 

Most commonly, Colles’ fracture results from a 
fall on the outstretched hand. The fracture line is 
transverse and usually lies within an inch of the 
articular surface of the radius. Frequently the ulnar 
styloid is fractured. In approximately 75 per cent 
of the cases seen by the author there is some degree 
of displacement. The essential deformity is a back- 
ward tilt of the distal end of the radius. This is 
sometimes complicated by other displacements. The 
relation of the fracture line to the inferior radio- 
ulnar articulation is important. A complete diag 
nosis of this type of injury is impossible without 
roentgenographic study. 

The author advises the induction of nitrous oxide 
anesthesia at the time of reduction of the fracture, 
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but states that the local anesthesia described by 
Boehler may be of advantage in certain types of 
cases. 

Reduction is best accomplished by the method 
taught by Jones, and it is probable that the light 
metal splints employed by Jones are better than 
those of any other type. However, molded plaster 
splints may sometimes be employed to advantage. 
In the author’s cases the arm is usually removed 
from the splint at the end of the first week and given 
light massage and passive motion in the direction of 
flexion. After each massage the splint is carefully 
re-applied. Immobilization is continued for five 
weeks after the injury. In a series of cases which 
Platt treated without physical therapy during the 
five-week period of immobilization the results were 
equally satisfactory. The functional results in 
Platt’s cases were classified as perfect in 73 per cent, 
good in 23 per cent, and poor in 3.7 per cent. Platt 
disagrees with the conclusion of Grasby and Trick 
that in Colles fracture with displacement the result 
after two years is invariably unsatisfactory. 

ARTHUR H. WEILAND, M.D. 


Rossi, F.: Monteggia’s Lesion (La lesione del Mon- 
teggia). Clin. chir., 1932, viii, 493. 

The author reports four cases of a condition which 
he believes should be called ‘‘ Monteggia’s lesion” 
instead of ‘‘Monteggia’s fracture” because it includes 
both a fracture of the diaphysis of the ulna and lux- 
ation of the head of the radius. Monteggia reported 
two cases in 1914. Rossi reviews the anatomy of the 
region and discusses the etiology and mechanism of 
production of the lesion. The lesion may be caused 
by direct or indirect violence. Rossi says that the 
numerous experiments performed on cadavers to ex- 
plain its mechanism are of little value because in the 
cadaver there is no muscle contraction, which is one 
of the principal factors in the causation of the various 
types of fracture, particularly articular and peri- 
articular fractures. 

Rossi applies the term “ Monteggia’s lesion”’ to 
all fractures of the diaphysis of the ulna except 
fractures of the upper joint. The latter, he believes, 
should be called luxations complicated by joint 
fracture, that is, anterior luxations of the forearm 
associated with fracture of the olecranon, a form 
which is very different in its clinical characteristics 
and pathological anatomy from a typical Monteggia 
lesion and requires different treatment. In the 
majority of cases the luxation of the radius is ante- 
rior, upward, and external. Posterior dislocation is 
exceptional. 

In discussing the complications of Monteggia’s 
lesion the author reports a case of his own, the third 
to be recorded in which a fracture of the middle 
third of the ulna was associated with a fracture of the 
middle of the olecranon. Special treatment resulted 
in complete restoration of function of the arm. 

The fracture of the ulna in Monteggia’s lesion is 
generally recognized easily, but the luxation of the 
radius may not be noticed on superficial examina- 





INTERNATIONAL ABSTRACT OF SURGERY 


tion. The surgeon should remember that fracture 
of the ulna without an associated fracture or dis- 
location of the radius is extremely rare. The prog- 
nosis depends upon the patient’s age, the severity 
of the injury, and the time that elapses between the 
injury and the treatment. 

In cases of serious limitation of flexion, extension, 
and rotation of the forearm from defective reduction 
of the luxation or defective callus of the ulna, the 
permanent disability may exceed 50 per cent. 

For recent cases the author advises non-operative 
treatment. In the four cases he reports he obtained 
excellent results from forced flexion of the forearm on 
the arm at an acute angle. In the rare cases in 
which non-operative treatment fails and in cases of 
old unreduced fractures, operative treatment is 
indicated. Aubrey Goss Morean, M.D. 


Malkin, S. A. S.: Dislocation of the Patella. Brit. 
M.J., 1932, ii, 91. 

In discussing the extensor mechanism of the knee 
joint, the author calls attention to the fact that the 
contracted quadriceps produces a very definite lat- 
eral pull which would result in lateral dislocation of 
the patella were it not for the outer condyle of the 
femur and the broad attachment of the patellar liga- 
ments and its extensions. 

He believes that for single traumatic dislocations 
of the patella reduction followed by fixation for a 
time with the knee in the extended position is all 
that is necessary. In cases of recurrent and con- 
genital dislocation operation is indicated. Malkin 
recommends an operation which he first saw per- 
formed by Elmslie. In this procedure the capsule 
on the outer side of the patella is divided and the 
patellar tendon, together with an attached flake of 
bone, is partially freed from the tibia, the lower end 
being left attached to the periosteum to maintain 
the tension of the muscle. An area on the surface of 
the tibia, on the inner side of the tuberosity, is then 
denuded. The outer side of the lower part of the 
quadriceps muscle and the tendon being now free, 
the patella is pulled over to the inner side and placed 
in its normal position and the muscle is re-aligned. 
This produces a gap in the capsule on the outer side 
with a surplus of capsule on the inner side. The sur- 
plus is detached as a flap with a proximal pedicle and 
drawn under the rectus femoris tc the outer side of 
the joint. By sutures on its inner side the patella and 
its tendon are then fixed in position, the bone at- 
tached to the tendon being applied to the denuded 
area on the tibia. In this way the patella is brought 
to a slightly lower level than normal. Part of the 
displaced flap of capsule is sutured in position to fill 
the gap in the capsule on the outer side, and part is 
brought back over the rectus and sutured to itself 
to form a sling. 

Of the six cases in which Malkin has performed 
this operation, the result has been completely suc- 
cessful in five. In one, the operation was performed 
too recently for the outcome to be known, 

Paut C. Cotonna, M.D; 
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Jones, R. W.: The Treatment of Fractures of the 
Shafts of the Tibia and Fibula. A New Tibia 
Traction Apparatus. J. Bone & Joint Surg., 1932, 
xiv, 591. 


Jones describes a portable traction device for the 
treatment of fractures of both bones of the leg. In 
this apparatus the fragments are reduced and held 
by the use of a screw device and skeletal traction 
while an unpadded cast is applied. During the re- 
duction the knee is flexed, but after the reduction it 
is extended for completion of the thigh portion of the 
cast. The apparatus is used also for fractures of the 
calcaneus and for leg lengthening. The technique 
of the application of ambulatory casts is essentially 
that of Boehler except that a rubber heel is sub- 
stituted for the iron stirrup. 

WALTER P. Biount, M.D. 


Bishop, P. A.: Fractures and Epiphyseal Separa- 
tion Fractures of the Ankle. Am. J. Roentgenol., 
1932, XXViii, 49. 

This is a discussion of the classification and mecha- 
nism of fractures of the ankle based on the work of 
Ashhurst and Bromer. 

The classification groups together lesions which 
are related by the manner in which they were pro- 
duced. 

In discussing the anatomy of the ankle joint, 
Bishop emphasizes that the ligaments play an impor- 
tant rdle in the production of fractures of the ankle. 
When a malleolus is fractured it remains attached 
to the astragalus by these ligaments and the astra- 
galus and malleolus become displaced together. 

The most common cause of fractures at the ankle 
is external rotation of the foot. The line of fracture 
is characteristic in that it extends obliquely from 
above and behind downward and forward. It varies 
in obliquity, but usually passes through the tibio- 
fibular joint to the external malleolus so that the 
anterior tibiofibular ligament is not ruptured. 

In the few cases in which the lower end of the line 
of fracture is above the tibiofibular joint, the initial 
lesion is a rupture of the anterior tibiofibular liga- 
ment or a fracture of its attachment, the anterior 
tibial tubercle. Fracture of the fibula in these cases 
occurs above the joint, usually in the surgical neck 
but sometimes as high as the anatomical neck. 
Occasionally the force is not sufficient to fracture the 
fibula after it has torn off the anterior tibial tubercle. 

A fracture of this type of the second degree is 
caused by continuation of the force after the fibula 
has been fractured. The internal lateral ligament or 
the internal malleolus is fractured, and in some cases 
there is a fracture of the posterior marginal frag- 
ment. 

Fractures of this type of the third degree are rare. 
They occur when the avulsive force is sufficient to 
fracture the entire lower end of the tibia instead of 
the internal malleolus. 

In abduction of the foot the first lesion is a rupture 
of the internal lateral ligament or a transverse 
fracture of the internal malleolus. If the force is 
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Tig. 1. External rotation fracture, first degree. Char- 
acteristic oblique fracture of the fibula above the joint. 


continued, a fracture of the second degree results. 
If the tibiofibular ligament is not ruptured, the 
fibular fracture is of the crush type and involves the 
external malleolus only. If the ligament is torn, the 
fibula breaks by flexion, usually through the sur- 
gical neck (Pott’s fracture). 

Fractures of this type of the third degree are 
uncommon. In such fractures the entire lower end 
of the tibia is torn off instead of the internal malleo- 
lus. The fibular fracture occurs through the surgical 
neck, 

In adduction of the foot the initial lesion is caused 
by the pull of the external lateral ligament which 
ruptures or causes a transverse fracture of the 
external malleolus. This is followed by a crush 
fracture of the internal malleolus. The third degree 
of this mechanism, in which the internal malleolus 
is represented by the whole tibia, is of the supra- 
malleolar type. 

Fractures produced by compression are due to 
compression in the long axis of the leg. The simplest 
form is the isolated posterior marginal fracture in 
which the breaking off of a triangular fragment from 
the posterior aspect of the distal end of the tibia 
is the only lesion. More marked types are ‘‘T,”’ 
“VY,” and comminuted fractures. 

Fractures caused by direct violence have no spe- 
cial importance from the standpoint of mechanism. 

The causes of 300 fractures of the adult ankle 
reviewed by the author were as follows: 


Cause No. Per cent 
External rotation 163 54.4 
Abduction 79 26.3 
Adduction 42 14.0 
Compression 12 4.0 
Direct violence 4 ¥.3 


These figures are similar to those of Ashhurst and 
Bromer. 

In epiphyseal separation fractures the mechanisms 
are the same as those causing fractures in the ankle 
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Fig. 2. Epiphyseal separation fracture due to external 
rotation, first degree. 


of the adult, but the reaction is slightly different 
because of incomplete development. The greatest 
strain falls on the junction of the rigid diaphysis and 
the more elastic epiphysis. 

On the basis of age, such fractures may be divided 
into 3 groups: (1) those occurring between birth and 
the ninth year, (2) those occurring between the 
ninth and fourteenth years, and (3) those occurring 
between the fifteenth vear and the time of epiphys- 
eal union. 

In the early period, epiphyseal fractures are rare, 
the loose cartilaginous attachments of the epiphysis 
permitting separation without visible osseous injury. 

In the period between the ninth and fourteenth 
vears, epiphyseal separation seldom occurs without 
fracture. 

In the period between the fifteenth year and the 
time of epiphyseal union, the majority of fractures 
do not involve the epiphyseal line, but are of the 
juxta-epiphyseal type or of one of the adult types. 

Epiphyseal separation fractures and fractures of 
the adult ankle due to the same cause occur in the 
reverse order of frequency. Of the fractures of the 
adult ankle reviewed by the author, 80.3 per cent 
were caused by outward displacements of the foot, 
external rotation and abduction, whereas of the 
epiphyseal separation fractures, only 32.3 per cent 
were due to such displacements. Of the fractures of 
the adult ankle, only 14 per cent were due to adduc- 
tion, whereas of the epiphyseal separations, 54.8 per 
cent were due to this cause. The author ascribes the 
difference to the tendency of children to ‘‘toe in.” 

Bishop reviews 32 cases of epiphyseal fracture of 
the ankle. As these occurred during the same period 
of time as the 300 fractures of the ankle in adults, 
the frequency of the former to the latter was 1:10. 
The causes of the epiphyseal separations were as 
follows: 


Cause Per cent 
External rotation : ; 5 7 
Abduction.... 

Adduction.. . 
Compression 
Direct violence 


NorMAN C. Buttock, M.D. 


Lenormant, L., and Wilmoth, P.: Subthalamic 
Fractures of the Calcaneum; Their Treatment 
by Open Reduction and Osteoperiosteal Graft- 
ing (Les fractures sous-thalamiques du calcanéum. 
Leur traitement par le réduction a ciel ouvert et la 
grafie ostéo-périostique). J. de chir., 1932, xl, 1. 

Fractures of the calcaneum due to crushing con- 
stitute two-thirds of all calcaneal fractures. In the 
adult, fracture of the posterior tuberosity by the ac- 
tion of the tendon of Achilles is less common, and in 
adolescents it is in reality an epiphyseal separa- 
tion. 

Some German surgeons do not recognize a fracture 
due entirely to crushing. They speak rather of a 
fracture due to a tearing and splitting mechanism. 
The theoretical diagrams are clear enough, but such 
a fracture has never been seen by Lenormant and 
Wilmoth. 

In all of the authors’ cases of fracture due to 
crushing and in all of those reported to them by 
other surgeons the posterior articular facet had 
penetrated the spongy body of the calcaneum. The 
gravity of the fracture depends on the depth of the 
penetration. On this basis, fractures of three degrees 
of severity are recognized. 

The marked disability which results from frac- 
tures of the body of the calcaneum is understood 
when the anatomy is considered. The bone, entirely 
spongy, is provided with a cortex of varying density. 
The cortex is thick and resistant beneath the poste- 
rior articular facet, less resistant on the inner aspect 
of the bone, and extremely thin elsewhere. 

In the spongy tissue three systems of trabecule 
can be distinguished. The most important runs 
from the posterior articular facet posteriorly to the 
tuberosity and is a continuation of a similar system 
in the astragalus. The second extends from the facet 
anteriorly to the head. The third unites the head 
and the tuberosity and is confined to the lowest 
portion of the bone. This arrangement leaves a tri- 
angular zone of minimal resistance in the center of 
the body immediately beneath the posterior facet, 
which is easily seen in the roentgenogram as a clear 
area. 

In a fracture of the first degree the posterior facet 
breaks into the spongy bone for a distance of from 
1to3mm._ This penetration is associated with a 
slight elevation of the head of the astragalus and a 
slight change in the orientation of the surfaces of the 
midtarsal joint. Such a fracture does not seriously 
affect the statics of the foot. 

In a fracture of the second degree, the crushing of 
the bony trabeculie and the derangement of the 
articulations is more severe. Of greatest importance, 
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however, is the crushing of the thin cortex on the 
external aspect, which produces not only a flattening, 
but also a widening of the calcaneum. 

In a third degree fracture there is complete pene- 
tration of the body of the calcaneum, usually with 
complicated accessory lines of fracture and marked 
subluxation of the calcaneo-astragalus and mid- 
tarsal joints. The normal relations are disturbed 
even in the tibiotarsal joint. The foot deviates in 
valgus, and the plantar arch is effaced. Because of 
the lack of material for osteogenesis, the repair of 
these fractures is always slow and incomplete and 
permanent disability results. 

The degree of deformity of the calcaneum can be 
accurately appreciated by determining the ‘‘tuber- 
osity angle.”’ This is done by drawing a line tangent 
to the superior retro-articular portion of the cal- 
caneum and a line crossing the highest point on the 
head and the highest point on the posterior articular 
surface. Normally, the angle so formed is 40 degrees. 
In a fracture of the first degree the angle is about 20 
degrees; in a fracture of the second degree, it is zero; 
and in a fracture of the third degree it is from — 20 
to — 30 degrees. ‘ 

The standard treatment employed in the past for 
these fractures consisted of immobilization and 
simple physical therapy. While this was sufficient 
for fractures of the first degree, it was totally inade- 
quate for those which were more severe. Therefore 
Boyer, Legouest, Guermonprez, Cotton, and Gole- 
biewsky attempted to break up the impaction by 
forcible traction and re-establish the normal height 
of the calcaneum. This treatment proved unsatis- 
factory because of the imperfect repair of the spongy 
bone. The posterior facet quickly sank again into 
the defect in the body. Some surgeons therefore 
were led to perform an astragalectomy and in some 
cases this gave a good result. 

Poncelet and Morestin attempted to elevate the 
posterior facet by an open operation, but found that 


593 


a large defect remained in the center of the bone, the 
facet therefore being devoid of support. In ror1t, 
Leriche endeavored for the first time to maintain the 
facet by a metallic prosthesis. The result was satis- 
factory. In 1928, with the same object in view, the 
authors began to use osteoperiosteal grafts to fill the 
defect in the body of the bone. It was expected that 
the grafts would furnish material for repair. After 
a sufficient delay to allow the cedema of the foot to 
subside, the operation is carried out in the following 
manner: 

A long incision is made posterior to the external 
malleolus and curved anteriorly onto the calcaneum. 
The lateral surfaces of the calcaneum, the external 
malleolus, and the astragalus are exposed, and the 
peroneal tendons liberated and retracted anteriorly. 
In this step the calcaneum is denuded subperiosteally 
by means of a sharp elevator. The upper surface 
with the articular facet is mobilized and elevated by 
penetrating the line of fracture with a thin spatula. 
This step requires great care to avoid increasing the 
already severe disorganization of the spongy bone. 
The grafts to fill the defect in the body are removed 
from the tibia. From one to three lamelliv are 
required. The operation is terminated by replacing 
the peroneal tendons and accurately suturing the 
skin. 

The foot is put in plaster either immediately or 
after a few days, depending on the circumstances. 
Weight-bearing is not permitted, even with the cast, 
until a month following the operation. As a rule 
the cast may be removed at the end of about two 
months. 

Of fifteen patients who were followed for at least 
a year after this operation, fourteen had a good 
result. 

The article is supplemented by diagrams and roent 
genograms together with impressions of the feet 
showing the normal arches obtained by the opera 
tion. AtBert F. De Groat, M.D. 
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De Takats, G.: Vascular Anomalies of the Extremi- 
ties. A Report of Five Cases. Surg., Gynec. & 
Obst., 1932, lv, 227. 

The author discusses angioma simplex, cavernous 
and racemose angioma, diffuse phlebectasia, and 
congenital arteriovenous fistula. The following hy- 
potheses are stated: 

1. None of these vascular tumors is a true growth 
and all are due to faulty development. 

2. The variations encountered are due to the 
stage of vascular development in which the aberra- 
tion from the normal occurred. 

A capillary nevus may remain a harmless birth- 
mark until some sudden change in the general circu- 
lation starts feeding it with blood. Cavernous dila- 
tation then develops. Trauma may cause an angioma 
to expand. 

Diffuse phlebectasia and congenital arteriovenous 
communications may have their origin in the second, 
retiform stage of development. One of the primitive 
vessels may persist and present an anomalous primi- 
tive trunk which does not correspond to the histo- 
logical structure of either artery or vein. 

Conservative treatment is of no avail. Simple 
ligation of an artery or excision is not sufficient. If 
the anomaly is extensive radium treatment will not 
produce a permanent cure. 

The author reports in detail five cases presenting 
the various types of anomalies occurring in periph- 
eral vessels. These anomalies seem to be aggra- 
vated at puberty and if neglected may involve the 
muscles and deeper structures of the extremity. 
Many cases are best managed by multiple-stage 
operations performed under local anesthesia. 

WILuIAM J. Pickett, M.D. 


Kreiner, W. M.: Aneurism of the Subclavian Artery 
with Fatal Hemorrhage into the Pleural Cav- 
ity (Aneurysmenbildung der Arteria subclavia mit 
toedlicher Verblutung in die Pleurahoehle). Deutsche 
Zischr. f. Chir., 1932, ccxxv, 388. 

Aneurism of the subclavian artery is usually due 
to lues or trauma. The author reports a case in 
which it was associated with empyema. The patient 
was a woman twenty-three years old who developed 
pulmonary tuberculosis and left sided empyema 
after an attack of influenza. The empyema was 
aspirated several times and finally drained by inci- 
sion. In May, an extensive rib resection was done 
because of residual cavity formation. In June, 
bleeding occurred through the drain. The drain 
was shortened and a blood transfusion was given, 
but recovery did not result. Roentgen examination 
again showed a pyopneumothorax on the left side 


and disclosed cavity formation in the apex of the 
right lung. On August 28, hemorrhage again oc- 
curred through the drain and was followed by death. 
Autopsy revealed hemorrhage from an aneurism 
of the left subclavian artery into a residual cavity 
from the pleural empyema on the left side and 
cavities in the apices of both lungs. 

The rarity of such aneurisms is explained by the 
very vascular adventitia which offers protection 
to ulcerative processes. Mixed bacterial infection 
and the mechanical relationships in the region of 
the vessel (the course of the large artery in the wall 
of the residual cavity) are also of importance. Re- 
peated attacks of bleeding are characteristic. There 
have been several reports of hemorrhages from the 
subclavian artery into the pleural cavity. The 
author suggests that proximal and distal ligation 
of the subclavian artery and vein might have saved 
his patient’s life. ARTHUR SCHLESINGER (Z). 


De Takats, G.: 
Veins: Its Diagnosis and Treatment. 
M. Sc., 1932, clxxxiv, 57. 

Varicose veins are frequently infected. The im- 
portance of foci of infection in the production of 
inflammation of veins is evident from the fact that 
acute attacks of phlebitis may follow the removal of 
teeth or tonsils. Typhoid fever, acute respiratory in- 
fections, and influenza are often followed by throm- 
bosis. Another group of infections in the superficial 
veins originate in chronic varicose ulcers. There 
is also a group in which no source of infection is 
evident. This ‘‘spontaneous”’ thrombophlebitis 
may be precipitated by a slight injury such as the 
lifting of a heavy weight. Sometimes persons who 
have had varicose veins for many years develop 
thrombophlebitis during convalescence from child- 
birth or operation. That this complication is not due 
solely to slowing of the circulation and changes in 
the coagulability of the blood is demonstrated by an 
increase in the pulse, the leucocyte count, and the 
temperature. Very rarely an aseptic thrombosis 
occurs. Of thirty-one cases of acute phlebitis in 
varicose veins the condition was probably due to a 
focus of infection in the teeth or tonsils in six and 
an acute respiratory infection in five. In three it 
followed an operation, and in one a fracture of the 
clavicle. In eighteen no definite source of infection 
could be found. 

The author emphasizes that he is dealing in this 
article only with phlebitis of varicose veins. Infec- 
tions in the normal superficial or deep veins are not 
included in his figures and constitute a somewhat 
different problem. Infection constitutes the most 
important contra-indication to the injection treat- 
ment of varicose veins. The author discusses ‘‘rest- 


“Resting Infection’? in Varicose 
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ing infection”’ in varicose veins, its recognition, and 
its possible treatment. 

Pathogenic bacteria may exist for a long time in 
the tissues without showing any clinical evidence of 
activity. Kendall defines ‘resting bacteria” as 
bacteria constrained from multiplying by lack of the 
nutritives necessary for their growth. The resting 
infection in the tissues is well encapsulated by 
fibrous tissue, but is not entirely deprived of circu- 
lation. 

Of fifty-eight cultures taken from sections of 
ligated varicose saphenous veins, over one-half were 
positive and not due to contaminations. The veins 
were ligated in the absence of clinical infection. The 
bacteria grew very slowly and the cultures were fre- 
quently negative up to ten days. It seems certain 
that a large percentage of varicose veins harbor 
resting infection. This fact is of importance from the 
standpoint of treatment. Of about 1,500 cases of 
varicose veins treated in a clinic and the author’s 
own practice, acute phlebitis followed injection 
treatment in 23. When this complication develops 
the patient returns from two to seven days after the 
injection complaining of great pain and often with 
fever. Examination reveals thrombosis of the in- 
jected vein and a large exudate around the vessel. 
The skin is red and hot. Frequently, if the valves are 
insufiicient, the clot extends to the saphenofemoral 
junction. The author does not advise prolonged 
immobilization for these cases. In a few days the 
temperature drops and the patient is allowed to get 
up. The legs are strapped from the toes to a point 
beyond the upper limit of the clot. In 1 of the 
author’s cases death resulted from embolism. De 
Takats attributes embolism to a soft infected throm- 
bus and prolonged immobilization. 

In the diagnosis of resting infection the following 
factors are of importance: 
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1. A history of previous phlebitis. 

2. The presence of a varicose ulcer. 

3. The presence of an acute respiratory infection 
during the injection treatment. 

4. Clinical signs and symptoms of resting infec- 
tion. Sometimes a residual pigmentation due to a 
hemorrhagic exudate is present. On palpation, 
especially after the vein has been emptied of blood, 
the venous walls are found thickened and painful 
on pressure and small phleboliths may be noted. 

5. Arise in the temperature of the skin over the 
vein. A difference of 3 or 4 degrees is not uncommon. 

There are no systemic changes in latent infections. 
The temperature and leucocyte count are normal. 
A mild activation of resting infection may be pro- 
duced by provocative measures. Venous puncture, 
the administration of diathermy far five minutes over 
the suspected area, and a 30 to 4o per cent skin-ery- 
thema dose of roentgen irradiation (126 to 135 r) 
with heavy filters applied to the suspected area and 
a symmetrical area on the other leg will be followed 
by a rise in the skin temperature. Therefore if the 
patient’s history or the local findings suggest a rest- 
ing infection, a provocative measure, preferably 
roentgen-ray irradiation, should be employed. While 
a negative response does not exclude resting infec- 
tion, a positive result is an important danger signal 
and contra-indicates injection treatment. 

When the diagnosis of resting infection is certain, 
a careful search for the foci must be made. The re- 
moval of foci may aggravate the latent phlebitis, but 
the aggravation will be temporary. Pelvic infections 
are dillicult to eliminate. Repeated doses of roent- 
gen-ray irradiation for the resistant resting infection 
with supportive casts of gelatin-glycerin and injec- 
tions of own blood or mild foreign protein offer 
possibilities which De Takats believes should be in- 
vestigated. Emit C. Rositsuex, M.D. 








OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Oettingen, W. F. von, Calhoun, O. V., Badertscher, 
V. A., and Pickett, R. E.: Comparative Studies 
on Mercurochrome and Other Antiseptics. J. 
Am. M. Ass., 1932, XCiX, 127. 


The authors investigated mercurochrome espe- 
cially with regard to its bacteriostatic action and 
penetration. They draw the following conclusions: 

1. It appears that, when once fixed on the sur- 
face of the tissue, mercurochrome develops no bac- 
teriostatic action in contact with bacterial cultures. 

2. It penetrates only the dead or dying mucous 
membranes of organs such as the bladder, vagina, 
and digestive tract, and may diffuse through the 
cornea when in contact with it for a sufficient 
period. 

3. It does not penetrate the living skin, but is 
fixed in the most superficial layers of the epithelium, 
and it does not penetrate or stain normal muscular 
tissue. 

4. It penetrates necrotic and dead tissue and 
stains them deeply and permanently. 

5. The tissue toxicity of mercurochrome is rela- 
tively low, but the 5 per cent aqueous solution is 
distinctly injurious, as judged from excised ciliated 
mucous membrane. 

6. Mercurochrome cannot be relied upon to de- 
stroy bacteria that have penetrated the living 
tissue of a wound or of the skin. It can do no more 
than disinfect the surface and the necrotic tissue. 
As this limitation is shared more or less by all anti- 
septics, no substance can be properly called a safe 
and certain wound antiseptic. No antiseptic takes 
the place of thorough cleansing and surgical treat- 
ment. When these are not practical, for first aid 
or for very superficial wounds, the use of an anti- 
septic is probably better than no treatment at all. 
The antiseptic efficiency of mercurochrome is not 
outstanding, and for skin disinfection the aqueous 
solution is distinctly inferior. Its non-irritating 
character is of advantage, especially in open wounds 
and when prolonged treatment is necessary, but 
its limitations should always be borne in mind. 

Jacos M. Mora, M.D. 


Ducuing, J.: Chronic Forms of Postoperative 
Phlebitis (Les formes trainantes des phlébites post- 
opératoires). Presse méd., Par., 1932, xl, 965. 


Postoperative phlebitis may last for more than six 
months. The author believes that when it persists 
longer than a month and a half it may be considered 
chronic. In addition to the forms readily recognized 
by all surgeons there are several which are less well 
In one form the only manifestation is a 
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slight oedema which is attributed to fatigue. This is 
a chronic “‘ambulatory” phlebitis and at any time 
may result in embolism or phlegmasia. The author 
has demonstrated several cases to his students who 
would not believe the diagnosis until manifest signs 
of phlebitis developed. 

The septicemic forms affect particularly the super- 
ficial veins and are more generalized than the am- 
bulatory forms. The embolic forms keep the patient 
in bed for weeks with repeated emboli. They are 
generally not associated with marked phlebitis of 
the leg or pelvis, and the latency of the condition 
causes lack of prudence on the part of the patient 
who has no idea of the cause of his pneumopathies. 
Even the surgeon may doubt the diagnosis on 
account of the absence of manifest signs of phlebitis. 
The septicopyemic forms generally follow hys- 
terectomy or prostatectomy. The septicopyemic 
condition lasts from a month to two months and a 
half and may be accompanied by subcutaneous ab- 
scesses, adenophlegmons, abscesses of the lung, or 
purulent pleurisy. Although the patient repeatedly 
seems to be on the point of recovery, his liver gradu- 
ally enlarges and becomes painful, his spleen en- 
larges, and he dies. The author has seen this slow 
septicopyemic form following the use of radium for 
cancer of the cervix. 

The chronic forms of phlebitis are always serious. 
When they do not cause death from embolism, 
pneumopathy, or septicopyemia, they leave the 
patient incapacitated by oedema of the limbs from 
which he may never recover. They frequently result 
from mild forms in which a diagnosis is not made and 
the patient is allowed to get up too early or massage 
is given too soon. Though massage should be given 
as soon as possible after recovery from phlebitis, the 
surgeon himself should give it first and should be 
sure that it is not followed by a rise in the tempera- 
ture before he leaves it to the masseur. 

The chronic forms of phlebitis are often kept up by 
manifest or latent stigmata. The author reports four 
such cases. In one, there was latent renal tubercu- 
losis; in another, a mitral stenosis; in the third, 
marked melancholy and probably discrete pulmo- 
nary tuberculosis; and in the fourth, a defective con- 
dition of the veins with spontaneous subcutaneous 
haemorrhages and old purpura. 

Aubrey Goss Morcan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 
Hindmarsh, J.: Erysipeloid (Erysipeloid). Sv. La- 

kartidn., 1932, Pp. 321. 


Most cases of erysipeloid come to the surgeon for 
treatment because they are considered accidental in 

















juries. Practically speaking, surgical intervention is 
never required. In the textbooks, particularly those 
dealing with dermatology, erysipeloid is largely 
neglected. 

The author presents an exhaustive review of the 
literature on the condition. In 1879, Koch demon- 
strated as the cause of erysipeloid a bacillus which 
he called “bacillus murisepticus.” Later investiga- 
tors grew the bacillus in pure culture and gave it 
other names. 

The bacillus murisepticus is of most importance in 
veterinary medicine. It is gram-positive, non-mo- 
tile, slender, and non-spore-forming. Nevertheless it 
is quite resistant. The smoking or salting of meat 
does not always render the bacillus innocuous; even 
after rather prolonged cooking of the flesh of hogs 
affected with erysipelas the bacillus may still be 
found alive. In moist, alkaline earth it survives for 
over a year. The hog is particularly apt to harbor 
the organism in its throat or intestinal canal. Espe 
cially in warm summer and moist fall, various causes 
may initiate erysipelas. Bacillus murisepticus has 
been found also in rabbits, hares, deer, fish, lobsters, 
and oysters. 

As early as 1875 the clinical picture of erysipeloid 
in man was described under the name “erythema 
serpens.”’ Later, others called it “erythema mi- 
grans”’ or “chronic erysipelas.”’ The name “ery- 
sipeloid”’ was first used by Rosenbach, who demon- 
strated the infectious nature of the condition by self 
inoculation. Later investigators have shown that 
hog erysipelas and human erysipeloid are the same 
disease. Hog erysipelas may appear in man in the 
same form as in swine, but in man the infection al 
ways occurs through the skin. There are all transi 
tional forms from fatal sepsis to harmless erysipeloid 
of a finger. Erysipeloid is the mildest form of swine 
erysipelas. 

The author reviews 282 cases of erysipeloid which 
were seen in the Maria Hospital, Stockholm, in the 
period from 1921 to 1930. The relatively large num 
ber is explained by the fact that this hospital is in 
the part of Stockholm in which most of the sausage 
and similar factories are located and where most of 
the workers in these factories reside. Fifty-nine per 
cent of the patients were men. Thirty-four per cent 
worked in slaughter houses and allied industrial 
plants, 35 per cent worked in fishmarkets or were 
cooks or house servants, and 31 per cent were en 
gaged chiefly in the preparation of food. 

Erysipeloid is a seasonal disease, occurring in sum 
mer or fall. The age distribution is quite variable, 
the disease having been observed even in children 

contagion from cattle stalls). The disease is almost 

always localized in the fingers, hands, and forearms, 
but occasionally occurs in the feet and sometimes in 
the shoulders (carriers of animal carcasses). ‘The por 
tal of entry of the infection is always a healed or 
almost healed epidermal defect. Open wounds as the 
course of erysipeloid are extremely rare. From the 
standpoint of compensation, it is important to deter 
mine whether or not a wound—epidermal defect 
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is present in the region of the erysipeloid. In the 
absence of such a lesion, there is doubt, especially in 
the cases of meat workers, whether the condition is 
an accidental or occupational disease. In Sweden, 
erysipeloid and felon are correctly placed on the 
same basis. The incubation period of erysipeloid 
ranges from one to four days. 

The clinical picture is typical and should be fa 
miliar. It is usually characterized by sudden swell 
ing and marked redding of the involved part with a 
scratch in the bluish shiny, tense skin, and less fre 
quently by blebs containing serous tluid. The in 
volved skin is sharply demarcated from the normal 
skin. The patient complains of a distressing burning 
or itching of the skin. General symptoms such as 
fever are almost always absent, as is also lymphan 
geitis. Lymphadenitis is more frequently seen. Joint 
complications are not uncommon and may present 
difficulties in the diagnosis and treatment. ‘The diag 
nosis can usually be made easily on the basis of the 
patient’s occupation. Demonstration of the organ 
ism by biopsy usually fails because the excision is 
often not deep enough. Deep excision for demon 
stration of the organism is done only when specific 
serum therapy is planned. 

In the differential diagnosis, panaritium, exuda 
tive erythema multiforme, lymphangeitis reticularis, 
and erythema migrans must be considered. Occa 
sionally it is necessary to rule out bed-bug bites, 
frost bite, and mild forms of gout. [rysipeloid con 
fers no immunity; on the contrary it tends to recur. 
In the cases reviewed by the author the duration of 
the disease ranged from two to forty-three days. In 
some cases it has been as long as five months. 

The treatment consists in the application of moist 
compresses and immobilization to prevent joint 
complications. The author does not favor the use of 
hot air, bichloride of mercury compresses, ultraviolet 
irradiation, homeopathy (Bier), or local injections. 
He disapproves also of treatment with hog erysipelas 
serum. Although serum treatment has many advo 
cates, he believes that its use in clinical cases should 
be discouraged as it is associated with great danger 
of anaphylaxis and shortens the duration of the dis 
ease only slightly. He states, however, that if the 
disease persists longer than two weeks, serum should 
be tried with the consent of the patient 

GERLACH (Z 
Furunculosis of the 


Schumacher, O.: Face and 


Thrombosis of the Cavernous Sinus (Gesiclits 
furunkel und Thrombose des Sinus cavernosus 
Arch. f. klin. Chir., 1932, clxix, 789. 


The author reports the case of a girl twenty-one 
years old who had had a discharge from the left eat 
since her seventh year of age and two days alter the 
healing of a furuncle the size of a hazelnut which was 
situated above the medial end of the left eyebrow 
developed headache, insomnia, and loss of appetite. 
The left nasolabial fold was noticeably shallow and 
the left palpebral fissure was somewhat narrower 
than the right. Examination revealed also moderate 
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rigidity of the neck and weakness of the left ab- 
ducens. 

Three days after presenting herself for examina- 
tion the patient was subjected to radical operation 
on the left ear by an otologist. The next day the 
stiffness in the neck had somewhat decreased. How- 
ever, on the following day a swelling appeared in the 
region of the right eye and the right eyeball pro- 
truded. The swelling and protrusion increased and 
death occurred on the eighth day after the beginning 
of the illness. The day before the patient died an 
oculist opened the orbital cavity on the right side, 
but no pus was found. 

Autopsy disclosed a purulent staphylococcal men- 
ingitis at the base of the brain. The left cavernous 
sinus was partially, and the right cavernous sinus 
was completely, filled with pus. The right basilar 
plexus and the right inferior petrosal sinus also con- 
tained pus, and the capsule of the hypophysis was 
infiltrated with purulent material. Purulent foci the 
size of a hazelnut were found in the lungs. 

From the autopsy findings the author concludes 
that at first there was only a partial thrombosis and 
suppurative breaking down in the left cavernous 
sinus; that this process extended to the right caver- 
nous sinus by way of the anterior and posterior inter- 
cavernous sinus; and that from there, by the retr6é- 
grade route, thrombosis of the veins of the right 
orbital cavity occurred with protrusion of the right 
eyeball and finally involvement of the pia mater and 
meningitis. He believes it would have been better to 
expose the cavernous sinus as soon as the swelling 
appeared about the right eye. Max Buppe (Z). 


Seldeslachts, A.: The Present Status of the Bac- 
teriophage Question (L’état actuel de la question 
du bactériophage). Rev. belge d. sc. méd., 1932, iv, 
296. 

The bacteriophage is found chiefly in persons re- 
covering from dysenteric conditions, but certain 
types are recovered also from apparently healthy 
persons who have apparently never been subjected 
to infection. It is present also in pathological exu- 
dates, earth, and water. It is invisible even to the 
ultra-microscope and is filtrable. It is effective in in- 
finitesimal doses. It grows only in the presence of 
virulent bacteria—never in sterile cultures. Its lytic 
power is subject to great variations. It is not only 
cytolytic, but also cytokinetic. It is easily absorbed 
by organisms upon which it has no effect. It may be 
conserved for long periods of time. It is resistant to 
temperatures below 75 degrees C., to bile, to a 2% 
per cent solution of sodium fluoride, and to a 2/4 per 
cent solution of phenol. D’Herelle believes it may 
be centrifugalized, but this is denied by Bordet and 
Ciuca. It passes through very fine collodion filters. 
It is specific, acting only upon the bacteria causing 
the infection. It has antigenic properties. When it 
is inoculated into animals it produces a specific anti- 
bacteriophage. 

Investigators differ markedly in their interpreta- 
tion of these characteristics. D’Herelle regards the 
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bacteriophage as a living entity, a filtrable virus. 
Bordet, Ciuca, and Gratia deny this, believing that 
a living organism is incapable of resisting tempera- 
tures and chemicals to the extent shown by the bac- 
teriophage. They are of the opinion that the bac- 
teriophage represents a lytic product of the bacterial 
cell itself. Kabeshima considers it a catalytic agent 
produced by the glands of digestion and possibly the 
leucocytes (a diastase). Bail believes it to be a dis- 
sociation product of bacteria, the many small par- 
ticles forming a colloidal suspension capable of lyzing 
the bacterial protoplasm. Lisbonne and Carrére 
speak of the liberation of normal lysins which are 
specific for the organisms which produced them. 
Rosenthal suggests the possibility that the bacterio- 
phage is an ultraspore which transforms vegetative 
forms into ultraspores and lives at their expense. 
Gratia believes that the phenomena of Twort and 
d’Herelle are identical. This view is not accepted by 
d’Herelle. While all investigators admit the exist- 
ence of, and the effects produced by, this principle, 
there is no unanimity of opinion concerning the 
mechanism and nature of the principle. 

The fact that the lytic principle is present only 
during the period of convalescence suggests the pos- 
sibility that its administration may aid in curing 
protracted infections in which the bacteriophage 
does not develop spontaneously. Its administration 
has proved beneficial in the treatment of bacillary 
dysentery and avian tuberculosis. In colon bacillus 
infections its use has yielded indifferent results be- 
cause isolation of the specific bacteriophage is ren- 
dered difficult by the multiplicity of the strains of 
colon bacilli. As a rule acute infections respond more 
readily than chronic infections. A specific bacterio- 
phage has been isolated in typhoid fever. Plague, 
cholera, and staphylococcus infections respond uni- 
formly well to bacteriophage therapy. The ideal 
form of treatment utilizes the bacteriophage derived 
from cellular filtrates, intestinal mucus, pus, bacte- 
rial cultures, and other products of the patient under 
treatment. When autobacteriophage cultures are 
not obtainable, specific cultures may be prepared by 
adapting laboratory cultures to the organism respon- 
sible for the disease. This requires careful isolation 
of the causative organism. Stock cultures (without 
adaptation) are available. The bacteriophage may 
be administered locally, hypodermically, by rectum, 
by bladder, and by mouth. Several methods of ad- 
ministration may be employed simultaneously. The 
usual dose for hypodermic injection is 3 or 4 c.cm. 
By mouth, bladder, or rectum, from 1o to 15 c.cm. 
are given. Subcutaneous injections may result in 
mild general or local reactions, but these are transi- 
tory and harmless. Other modes of administration 
cause no reaction. In cases in which the treatment is 
successful almost immediate benefit is noted. When 
improvement is not apparent immediately, pro- 
longed and repeated administration of the bacterio- 
phage will be useless. As a rule the injections are 
repeated three or four times, and if favorable results 
are manifested they are given oftener. It is essential 
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that other forms of medication be discontinued dur 
ing the treatment as certain drugs (notably uro 
tropin, quinine, methylene blue, formalin com 
pounds, and other antiseptics) are destructive to 
the bacteriophage. Haroip C. Mack, M.D. 


ANZSTHESIA 


Sebening, W.: Recent Researches and Clinical 
Advances in Avertin Narcosis. Anes. & Anal., 
1932, Xi, 145. 

From four years’ experimental and clinical ex- 
perience the author concludes that avertin anwsthe 
sia merits the consideration of every anesthetist 
and fulfills the important requirement of ‘‘safety 
first.’ In Schmieden’s Clinic about 50 per cent of all 
operations are carried out under this type of anws 
thesia. The total number of cases in which avertin 
anwsthesia has been used is about 5,000. The great 
est care must be used in giving the enema. The 
time required is ten minutes. A 2.5 per cent solu 
tion of avertin is employed. The author condemns 
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the intravenous administration of the drug and the 
combination of avertin with scopolamin. 

Contra-indications to avertin anwsthesia are ileus, 
colitis, tumors of the colon, icterus, acute kidney 
diseases, and pulmonary diseases. The incidence of 
complications during the anwsthesia has decreased 
as improvement of the technique and careful atten 
tion to details have reduced the frequency of respira 
tory and circulatory disturbances. 

GEORGE R. McAvuuirr, M.D. 


Lindemulder, F. G.: Spinal Anesthesia: Its Effect 
on the Central Nervous System. /. Am. J/. Ass., 
1932, XCIX, 210. 

The author believes that complications following 
spinal anwsthesia are due to a toxic effect exerted 
by the anwsthetic on the spinal cord and the spinal 
nerve roots which is manifested both clinically and 
pathologically. He states that the pain of which the 
patient usually complains can be explained by a 
pathological study of the nerve roots. 

Grorce R. McAuiire, M.D 








ROENTGENOLOGY 


Dickson, W. H.: Thorotrast. A New Contrast Me- 
dium for Radiological Diagnosis. Canadian M. 
Ass. J., 1932, XXvii, 125. 


Being attracted by the possibility of solving diag- 
nostic problems by the administration of thorium in 
colloid solution introduced by Radt for the study of 
the liver and spleen by the roentgenological method, 
the author, in conjunction with Macdonald and 
Irwin, used this procedure extensively in experi- 
mental and clinical studies to obtain information 
relative to the method of absorption, deposit, elimi- 
nation, toxic reaction, radio-activity, and patho- 
logical changes in the viscus showing the greatest 
retention of the thorium and any changes in the 
blood picture which might point to an untoward re- 
sult. Thorotrast, a colloidal solution of 25 per cent 
thorium dioxide of high dispersion and low toxicity, 
when injected intravenously, possesses the property 
of depositing itself throughout the cells of the 
reticulo-endothelial system. The liver, spleen, bone 
marrow, and lymphatic glands all receive relatively 
the same amounts per gram of volume. Smaller 
amounts are found in the adrenals and ovary and 
slight deposits elsewhere. The dosage varies with 
the viscus to be studied and whether merely an out- 
line of the liver or spleen or complete impregnation 
of these organs is desired. In rabbits it is possible to 
give 5 c.cm. per kilogram of body weight without 
causing ill effects. In human beings a solid white 
shadow of the liver and spleen may be obtained 
with 0.8 c.cm. per kilogram of body weight. 

None of the animals used in the author’s experi- 
ments showed any untoward effects or any micro- 
scopic evidence of structural change or damage of 
a pathological nature. During the first few weeks 
after the injection no appreciable decrease of de- 
posits was noted. Three months after the injection, 
the density of the liver shadow indicated that the 
liver still contained approximately 50 per cent of its 
original content of thorium. Sufficient time has not 
yet elapsed to determine the time required for com- 
plete elimination. The spleen, bone marrow, lymph 
glands, and ovary gave no evidence of elimination 
during the period of investigation. Radio-activity of 
the impregnated organs has been proved absent. 

Prior to the demonstration of the absence of harm- 
ful reactions in animals, injections of thorotrast were 
given only to patients past medical or surgical aid. 
At first they were given only in cases of carcinoma 
with proved metastases in the liver. Later they were 
given to patients with extensive gastric or intestinal 
carcinoma to demonstrate the presence or absence of 
metastases, and still later to those with typical cir- 
rhosis of the liver. The technique was as follows: 
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A daily dose of 25 c.cm. of thorotrast was ad- 
ministered intravenously for three days. On the 
fourth day, roentgenograms were made of the 
abdomen on the Potter-Bucky diaphragm and 
thereafter roentgenograms were made daily for 
several days with the same time, distance, kilovolt- 
age, and milliamperage until the greatest deposit 
of the dioxide was noted in the liver and spleen. 

A well-outlined liver, smooth and homogeneous in 
density, is considered to rule out definitely the 
presence of carcinomatous change. Metastases ap- 
pear as areas lacking thorium deposit and having 
a punched-out appearance. The spleen is usually 
demonstrated by a smooth shadow of equal density 
throughout. Complete absence of the splenic shadow 
may be due to thrombosis of the splenic artery or 
leukemia. Enlargement of the spleen is very easily 
demonstrated. In several of the cases studied, cir- 
rhosis accompanied by splenic enlargement was well 
demonstrated. Cysts and tumors of the spleen will 
show as negative shadows in the surrounding normal 
splenic tissue. Any damage to the reticulo-endo- 
thelial cells will cause absence of thorium dioxide 
deposit. 

Besides the metastases present so often in the 
liver, other pathological lesions are well demon- 
strated. Cysts and abscesses are evidenced by com- 
plete absence of the salt in the diseased region and 
a smooth, homogeneous shadow in the uninvolved 
areas. In cirrhosis of the liver the shadow is greatly 
decreased in density and the liver is shrunken. The 
method described will be found of great advantage 
also in the differential diagnosis of abdominal tumors 
in the left and the right hypochondrium and in the 
study of enlargement and shrinkage of the liver and 
spleen under different circulatory conditions. 

In addition to its uses in conditions affecting th« 
liver and spleen, thorotrast has been employed in 
studies of the vessels of the brain by introducing it 
into the common carotid artery. It may be use 
also to study the arterial system of the limbs and 
the abdominal aorta. The localization of thrombosi 
and embolism, and the development of collatera 
circulation may be demonstrated by it. Because o! 
lack of irritating properties and its strong radio 
opacity thorotrast possesses certain advantages ove 
other solutions commonly used as contrast agents 
such as the iodides in urography. By means of it 
fistulous tracts in empyema may be well outlined 
bronchial fistulae may be demonstrated, and bron 
chiectatic cavities may be shown. It has proved : 
value also in obstetrics by permitting visualizatio 
of the placenta and showing its size and position. 

In conclusion the author states that thorotrast 
an absolutely harmless contrast medium whic) 
offers invaluable aid in the diagnosis of lesions whi: 
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previously could not be demonstrated roentgeno- 
graphically. In none of the eighteen patients on 
whom the method was tried during the last nine 
months was there an unfavorable reaction or un 
desirable result. Apotpy Hartune, M.D. 


Coutard, H., and Baclesse, F.: Roentgen Diagnosis 
During the Course of Roentgen Therapy of Tu- 
mors of the Larynx and Hypopharynx. Am. /. 
Roentgenol., 1932, XXviii, 293. 

The systematic use of roentgenography of the 
cervical region is of the greatest importance in the 
diagnosis of epitheliomata of the larynx and hypo- 
pharynx and the study of the effect of roentgen 
therapy on these tumors. 

The authors give a description of the roentgeno 
graphic appearance of the normal larynx and hypo- 
pharynx which is illustrated with roentgenograms 
and sketches. They discuss in detail the semirigid 
osteocartilaginous framework, the soft-tissue shad 
ows, the radiotransparent portions, and the relation 
ships of the various segments of the larynx and 
hypopharynx. 

Roentgenographic study of the cervical region is 
of aid not only in the early diagnosis of epithelioma 
tous lesions of the larynx and hypopharynx, but also 
in the determination of the suitability of the tumor 
for roentgen therapy. It reveals the probable point 
of origin and the extent of the lesion and shows 
whether it has invaded the cartilage and whether it 
is fungating or infiltrating. Such information makes 
it possible to decide whether the condition should be 
treated by roentgen irradiation alone or combined 
with surgery. During and after roentgen therapy, 
roentgen studies may help to determine the best 
methods of applying such treatment and whether it 
should be continued or terminated. 

The changes in the roentgen appearance of the 
larynx and hypopharynx when an epithelioma de 
velops are due to: 
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1. The projection of very dense shadow onto a 
normally clear transparent space without distortion 
of the normal segments and spaces. This indicates 
the presence of a fungating tumor. 

2. Distortion of the normal segments and spaces. 
This occurs in complicated cases of infiltrating tumor 
and simple cases of epithelioma which has attained a 
considerable size. 

The authors report a number of illustrative cases. 

ApoLtpH HArtTUNG, M.D. 


Liberson, F.: Deep X-Ray Therapy in the Treat- 
ment of Painful Heel. J. Urol., 1932, xxviii, 105. 

In a case of spurs of both calcanei in’ which 
operation failed to give relief, deep roentgen therapy 
was used as a last resort. The results were so 
favorable that they led to the use of the roentgen 
treatment in other cases and eventually to abandon 
ment of the routine operative procedure previously 
employed. 

To date, thirty-one cases of periostitis of the os 
calcis have been treated by deep roentgen therapy 
The author tabulates these with regard to the age ol 
the patient, the symptoms, the etiology, the roent 
gen diagnosis, previous treatment, the type and 
number of roentgen treatments, the time elapsing 
between the patient’s admission to the hospital and 
the roentgen treatment, the duration of the roent 
gen treatment, the number of days the patient 
remained in the hospital, and the results. ‘lhe 
irradiation technique employed and the roentgen 
findings which served as indications for it are de 
scribed. 

In conclusion Liberson states that when local 
deep roentgen therapy was given simultaneously 
with the use of general measures to eradicate any 
gonorrhacal infection present the average stay in 
the hospital was decreased and a more permanent 
result was obtained in a greater number of cases 

Abo.eH HArTUNG, M.D 





CLINICAL ENTITIES—-GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Rueckert, W.: 
Beitrag zur Behandlung der Fettembolie). 
chen med. Wcehuschr., 1932, i, 709. 


The Treatment of Fat Embolism 
M uen- 


The author calls attention to the three essentials 
for the development of fat embolism: (1) the destruc- 
tion of fatty tissue, (2) the opening or gaping of veins 
(especially traumatized veins of bone), and (3) a 
mechanical factor favoring the entrance of fat into 
the veins. 

Fat embolism has two characteristic clinical pic- 
tures, a pulmonary and a cerebral picture. Its onset 
is by no means always sudden. The length of time 
elapsing before its occurrence varies. As a rule the 
first symptoms are noted from four to ten hours after 
the accident. At the Marburg clinic, considerable 
amounts of fat have been demonstrated in the large 
veins leading away from the site of fracture as late as 
four days after the accident. When the injured per- 
son recovers, the major part of the fat is discharged 
through the kidneys and the rest is destroyed by 
phagocytosis or mechanically emulsified and then 
saponified by lipase. 

In the discussion of the prophylaxis and treatment 
of fat embolism the author cites a variety of recom- 
mendations and attempted procedures which he be- 
lieves show a certain lack of plan. He himself favors 
the entirely new method of Klapp, which was de- 
scribed at the Surgical Congress of the Middle Rhine 
District in 1931. In cases of severe trauma in which 
there is danger of fat embolism, Klapp always ex- 
poses the site of fracture by a large incision and 
evacuates the hematoma and broken-down fat. He 
then carefully closes the incision and immobilizes the 
fracture on a wire-extension apparatus. When the 
symptoms of fat embolism are already present, he 
ligates the principal efferent veins in addition. 

SCHENK (Z). 


Kracke, R. R.: A Review of Granulocytopznia 
(Agranulocytosis). /.Lab.& Clin. Med., 1932, xvii, 
993 

Granulocytopenic conditions may be classified 
etiologically as follows: 

1. Agranulocytoxicosis, in which disappearance 
of the neutrophiles is due to chemical poisoning. 

2. Agranuloradiation, in which depression of the 
bone marrow is due to excessive X-ray therapy. 

3. Agranulosepsis, in which the neutropenia is 
due to the toxic effect on the bone marrow of a 
bacterial toxin such as that of the bacillus pyo 
cyaneus. 

4. Agranulocytosis, in which there is a depres 
sion of the bone marrow due to an unknown agent. 
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5. Aleukamic lymphatic leukemia. 

6. The leucopenia associated with an acute in- 
fectious disease such as typhoid. 

7. Roseola infantum, a neutropenia occurring in 
infants. 

Agranulocytosis is due primarily to a dysfunction 
of the bone marrow. It occurs most frequently in 
middle aged women. The acute fulminant type 
with or without infection is characterized by extreme 
weakness and prostration. It may terminate fatally 
or become chronic without acute attacks. 

The myeloblastic, thrombocytopenic, or erythro- 
blastic tissues may be affected singly or in any 
combination. 

For cases complicated by a decrease in the plate- 
lets and hemorrhages without anaemia the name 
“thrombopenic granulocytopenia” is proposed to 
differentiate the condition from idiopathic purpura 
in which splenectomy is of distinct benefit. 

The treatment of granulocytopenia is very un- 
successful. Of most value are blood transfusions 
and frequently repeated small doses of X-ray ir- 
radiation. The prognosis is poor. 

Haroip M. Britz, M.D. 


Onaca, N.: A Contribution to the Study of Spon- 
taneous Gangrene (Contribution a l'étude de la 
gangréne spontanée). Rev. de chir., Par., 1932, li, 
401. 

This report is based on 115 cases of gangrene of 
the lower extremities. In every case a histological 
examination of the vessels was made. The author 
recognizes 3 forms of gangrene—the juvenile, the 
presenile, and the senile. 

The only etiological factors that can be recognized 
are exposure to cold, malnutrition, overwork, al 
coholism, and infectious disease, notably syphilis. 

Histological sections show 2 constant changes 
periarteritis and arteriosclerosis. The vessel may 
be filled by an organized or unorganized thrombus. 
The extent of the obliteration depends upon the 
intensity of the inflammatory process. Because of 
extension of the inflammation from the vessels, the 
surrounding tissues become sclerotic and infiltrated 
by lymphocytes. The infiltration is usually diffuse, 
but may be focal. In none of the cases reviewed 
was the giant-cell reaction of Buerger observed. 

The inflammation appears to begin in the ad 
ventitia and perivascular tissues and to involve the 
other tunics of the vessels secondarily. In aged 
persons there is calcification of the media. 

Onaca concludes that gangrene is never caused by 
arteriosclerosis alone, and that so-called arterioscle 
rotic or senile gangrene is produced by the same in 
flammatory process that causes gangrene in young 
persons. ALBERT F. Dre Groat, M.D. 





























Carerj, L.: Melanomata of the Skin and Their 
Genesis as Related to Pigmented Cells of the 
Skin and to Pigmented Neevi (I melanomi cutanei 
e la loro genesi in rapporto agli elementi pigmentari 
della cute ed ai nei pigmentari). Clin. chir., 1932, 
vill, 558. 

The author reports a subhyoid melanoma and 
cites two others that were sent to him for histological 
examination. The article is copiously illustrated 
with photomicrographs and a colored plate showing 
the forms of some of the cells. From a study of 
these neoplasms the author concludes that the 
pigment-producing cell is an epithelial cell (melano- 
blast) whereas the chromatophore is a histocyte 
with a capacity for phagocytosis. The cell of a 
nevus is a melanoblast which is not much differen- 
tiated, while the cell of melanotic tumors is a 
melanoblast which is extremely undifferentiated. It 
is always an epithelial cell in various phases of func- 
tional and morphological development. The mela- 
notic tumor is an epithelioma. It may be called a 
‘‘melanoma”’ if that term is used to mean a malignant 
epithelial tumor capable of the autochthonous forma- 
tion of pigment. Auprey G. MorGan, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 
Raiford, T. S.: Systemic Blastomycosis. Bull. Johns 
Hopkins ‘Hosp., Balt., 1932, li, 61. 


Raiford reports a case of systemic blastomycosis 
with primary involvement of the skeletal system 
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and none of the usual concomitant lesions. He 
refers to the literature and states that the patho- 
logical lesions are similar to those of tuberculosis 
and chronic osteomyelitis with marked osteolysis 
and minimal new-bone formation. 

The clinical features resemble those of a general 
infection. The prognosis is uniformly poor even 
though sometimes there is a response to drug treat 
ment. The use of copper sulphate has been sug 
gested, but the author believes that potassium iodide, 
ethyl iodide, and gentian vioiet are more eflicacious. 

Louis P. GAMBEE, M.D. 


DUCTLESS GLANDS 


Reilly, W. A., and Lisser, H.: Laurence-Moon- 
Riedl Syndrome. [ndocrinology, 1932, Xvi, 337. 

In a review of the literature the authors were able 
to find the reports of seventy-three cases in which 
the diagnosis of Laurence-Moon-Riedl syndrome ap 
peared to be justified. To these cases they add four 
more. 

The cause of the condition is obscure. ‘The clas 
sical characteristics are obesity, genital dystrophy, 
retinitis pigmentosa, mental deficiency, and familial 
occurrence. 

The use of opotherapy, chiefly with thyroid and 
pituicary substance, has been tried by many clini 
cians with indifferent success. However, in two of 


the authors’ cases, opotherapy was followed by 
weight loss, increased animation, and improvement 
Jacos M. Mora, M.D. 


of vision. 
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